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ABSTRACT 
The global Acquired Immunodeficiency Syndrome (AIDS) epidemic is one of the 
greatest challenges facing our generation. It’s a threat to human development which 
requires sustained action and commitment over long term. AIDS has killed more than 25 
million people since it was first recognized in 1981. 
Internally displaced persons (IDPs) are group of persons who have been forced or obliged 
to flee or to leave their homes or places of habitual residence, to avoid the effects of 
armed conflict or natural or human-made disasters. IDPs has been assigned to be one of 
the high risk groups in transmitting of HIV/AIDS and Sexually Transmitted Infections 
(STIs), due to vulnerability, exposed to other high risk groups sex workers, settled in 
poor social and physical infrastructure, with poor health, malnutrition, poverty and high 
illiteracy rates.  
Sudan is the most affected country in the Middle East and North Africa region, with its 
epidemic concentrated largely in the south, latest estimation showed that more than 
(2.3%) of the adult population were living with HIV at the end of 2003. Conflict in Sudan 
has displaced millions of people and forced hundreds of thousands to flee across borders, 
there are about 6 million people internally displaced in Sudan, (30%) of the total IDP 
population was estimated to have settled in Khartoum.   
The purpose of this study was to evaluate the impact of HIV/AIDS health education 
intervention program on knowledge, attitude, behaviour and practice toward 
HIV/AIDS/STIs among general adult internally displaced persons in Jebel Aulia locality, 
Khartoum State.Baseline KABP survey was conducted in 2004, among the same IDPs 
population. The results of the survey indicate a need to raising awareness intervention 
program in the area.  
A descriptive cross-sectional community-based study was used to assess the impact of 
one year intervention. The adult IDPs (N =1200) were randomly sampled from three 
areas; Ghura Salaam, Dar el Salaam and el salaam displaced camps in Jebel Aulia.  They 
responded to modified questionnaire for Behavioural Surveillance Surveys (BSS) and 
Focus Group Discussions. 
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The post-interventional assessment showed higher level of knowledge about HIV/AIDS 
than the results obtained in the baseline survey in 2004, but there were still gaps in the 
knowledge. Only (32.1%) identified mother to child transmission of HIV. 
Misconceptions about HIV transmission were still there, (34.2%) of respondents 
mentioned mosquito bite as route of HIV transmission, (27.6%) mentioned using public 
latrines can transmit HIV and (65.2%) beliefs that infected HIV person can’t look healthy 
and must have symptoms and signs. Knowledge about HIV preventive measures, using 
condom was still low, only (48.6%) of the respondents identified it. 
 Levels of stigma and discrimination against people living with HIV/AIDS decreased, the 
results reflects positive attitude, (76.4%) mentioned they accept to nurse an AIDS patient, 
(75.4%) mentioned they will not hide the HIV status from relative or friends and (58%) 
mentioned they accept to buy food from HIV/AIDS patient.   
The results showed association between the intervention and changing in the sexual 
practice among the respondents, (83.2%) mentioned they have one regular sexual partner, 
also (44%) of the respondents started change in their behaviours to avoid being infected 
with HIV. 
Condom use was very low among respondents; only (18%) ever used condoms, the 
estimated prevalence of urethral discharge among respondents during the last 12 months 
was (15%) and Positive STIs care-seeking behaviours were identified, with good 
prevention measures to avoid transmission during the STIs episodes. 
The most preferred communication channels for HIV interventions and raising awareness 
mentioned by studied IDPs were Public lectures (70%), Radio (58%), TV (57%) and 
printed materials (41%). 
In conclusion; The post intervention assessment reflect a change in the knowledge, 
attitude, behaviour and practice toward HIV/AIDS/STIs among the studied IDP 
population in Jebel Aulia camps, which show short or intermediate intervention program 
outcome.  
To fulfil the gaps which reflected by the study results and for better results and good 
impact a continuous behavioural intervention programs need to be established in the area 
with regular monitoring and evaluation measures.  
IIIV 
  ﺧﻼﺻﺔ ﺍﻟﺒﺤﺚ           
 ﻣﻦ ﺃﺻﻌﺐ ﺍﻟﺘﺤﺪﻳﺎﺕ ﺍﻟﱴ ﻳﻮﺍﺟﻬﻬﺎ ﺍﳉﻨﺲ ﺍﻟﺒﺸﺮﻯ ﰲ ﺍﻟﻘﺮﻥ ﺍﳊﺎﺩﻱ SDIA/VIH ﻣﺮﺽ ﻧﻘﺺ ﺍﳌﻨﺎﻋﺔ ﺍﳌﻜﺘﺴﺐ ﻳﻌﺘﱪ
ﻭﺍﻟﻌﺸﺮﻳﻦ، ﻭﺫﻟﻚ ﻟﻌﺪﻡ ﻭﺟﻮﺩ ﻋﻼﺝ ﺃﻭ ﻟﻘﺎﺡ ﺷﺎﰲ ﻣﻨﻪ، ﻭﻣﺎ ﻳﺘﺮﺗﺐ ﻋﻠﻴﻪ ﻣﻦ ﺃﺛﺎﺭ ﺇﻗﺘﺼﺎﺩﻳﺔ ﻭ ﺇﺟﺘﻤﺎﻋﻴﺔ ﻭ ﻧﻔﺴﻴﺔ ﺳﺎﻟﺒﺔ ﻋﻠﻲ 
  .ﺮﺩ ﻭ ﺍﺘﻤﻊ ﺍﻟﻔ
   .  3002ﻭﺫﻟﻚ ﺣﱴ ﺎﻳﺔ ﺍﻟﻌﺎﻡ %(  3.2)ﺗﺸﲑ ﺍﻻﺣﺼﺎﺋﻴﺎﺕ ﺇﱄ ﺃﻥ ﻣﻌﺪﻝ ﺍﻹﺻﺎﺑﺔ ﻭﺳﻂ ﺍﻟﺸﺒﺎﺏ ﰲ ﺍﻟﺴﻮﺩﺍﻥ 
ﺍﳋﻼﻓﺎﺕ ﺍﻟﺴﻴﺎﺳﻴﺔ ﻭ ﺍﳊﺮﻭﺏ ﻭ ﺍﻟﻜﻮﺍﺭﺙ ﺍﻟﻄﺒﻴﻌﻴﺔ ﺍﻟﱴ ﻣﺮﺕ ﺎ ﺍﻟﺒﻼﺩ ﰲ ﺍﻟﻔﺘﺮﺍﺕ ﺍﻟﺴﺎﺑﻘﺔ ﺃﺩﺕ ﺇﱄ ﻭﺟﻮﺩ ﺃﻋﺪﺍﺩ ﻛﺒﲑﺓ ﻣﻦ 
ﻣﻨﻬﻢ ﻳﺴﺘﻘﺮ ﺣﺎﻟﻴﺎ ﰲ ﺍﳋﺮﻃﻮﻡ،  ﺣﻴﺚ ﺗﻌﺘﱪ ﻓﺌﺔ ﺍﻟﻨﺎﺯﺣﲔ ﻣﻦ %( 03) ﻣﻠﻴﻮﻥ ﻧﺎﺯﺡ ، 6 ﺍﻟﻨﺎﺯﺣﲔ ، ﺣﻴﺚ ﻳﻘﺪﺭ ﻋﺪﺩﻫﻢ ﲝﻮﺍﱄ
   .ﺍﻟﻔﺌﺎﺕ ﺍﻻﻛﺜﺮ ﻋﺮﺿﺔ ﻟﻔﲑﻭﺱ ﻧﻘﺺ ﺍﳌﻨﺎﻋﺔ ﺍﳌﻜﺘﺴﺐ ﻭ ﺍﻷﻣﺮﺍﺽ ﺍﳌﻨﻘﻮﻟﺔ ﺟﻨﺴﻴﺎ
ﻮ  ﻟﺮﻓﻊ ﺍﻟﻮﻋﻲ ﺍﳌﻌﺮﰲ ﻭ ﺍﻟﺴﻠﻮﻛﻲ ﻭ ﺍﳌﻤﺎﺭﺳﺔ ﳓﺘﺪﺧﻞﻫﺬﺓ ﺍﻟﺪﺭﺍﺳﺔ ﻭﺻﻔﻴﺔ ﻣﻘﻄﻌﻴﺔ، ﺪﻑ ﺇﱄ ﺗﻘﻴﻴﻢ ﺗﺄﺛﲑ ﺑﺮﻧﺎﻣﺞ  ﺍﻟ
، ﻭﺫﻟﻚ  ﺍﳋﺮﻃﻮﻡ ﻭﻻﻳﺔ–ﺳﻨﺔ ﰲ ﳏﻠﻴﺔ ﺟﺒﻞ ﺃﻭﻟﻴﺎﺀ ( 94-51) ﻭﺳﻂ ﺍﻟﻨﺎﺯﺣﲔ ﻣﻦ ﺍﻟﻔﺌﺔ ﺍﻟﻌﻤﺮﻳﺔ  sITS /SDIA/VIH
  ﻭﺳﻂ ﺍﻟﻨﺎﺯﺣﲔ ﰲ ﻧﻔﺲ ﺍﳌﻨﻄﻘﺔ، ﻭ ﺃﺷﺎﺭﺕ ﻧﺘﺎﺋﺠﻪ ﺇﱄ ﺣﻮﺟﺔ ﻣﺎﺳﺔ ﻟﱪﻧﺎﻣﺞ ﺗﺪﺧﻞ 4002ﺑﻌﺪ ﺍﳌﺴﺢ ﺍﻟﺬﻱ ﰎ ﺇﺟﺮﺍﺋﻪ ﰲ ﺍﻟﻌﺎﻡ 
  . 5002ﺪ ﰎ ﻫﺬﺍ ﺍﻟﺘﺪﺧﻞ ﰲ ﺍﻟﻌﺎﻡ ﻟﺮﻓﻊ ﺍﻟﻮﻋﻲ ﺍﳌﻌﺮﰲ ﻭ ﺍﻟﺴﻠﻮﻛﻲ ﰲ ﺍﳌﻨﻄﻘﺔ، ﻭﻗ
ﻣﻦ ﺍﻟﻨﺎﺯﺣﲔ، ﻟﻘﻴﺎﺱ ﻣﺴﺘﻮﻱ ﺍﳌﻌﺮﻓﺔ ﻭ ﺍﻟﺴﻠﻮﻙ ﻭ ﺍﳌﻤﺎﺭﺳﺔ ﻭﺳﻄﻬﻢ ﺑﻌﺪ ﺗﻌﺮﺿﻬﻢ ( 0021=N) ﰎ ﺇﺧﺘﻴﺎﺭ ﻋﻴﻨﺔ ﻋﺸﻮﺍﺋﻴﺔ 
  .ﻟﱪﻧﺎﻣﺞ ﺍﻟﺘﻮﻋﻴﺔ، ﻭﺫﻟﻚ ﻋﻦ ﻃﺮﻳﻖ ﺍﺳﺘﺒﻴﺎﻥ ﻭﳎﻤﻮﻋﺎﺕ ﻧﻘﺎﺵ ﺑﺆﺭﻳﺔ ﻻﺛﺮﺍﺀ ﺍﳌﻌﻠﻮﻣﺔ
 ، ﻭﻟﻜﻦ 4002 ﻣﻘﺎﺭﻧﺔ ﻣﻊ ﺍﳌﺴﺢ ﺍﻻﺳﺎﺳﻲ ﰲ ﺍﻟﻌﺎﻡ SDIA/VIHﺮﻓﺔ ﻋﻦ ﻧﺘﺎﺋﺞ ﺍﻟﺘﻘﻴﻴﻢ ﺃﺷﺎﺭﺕ ﺇﱄ ﺇﺭﺗﻔﺎﻉ ﰲ ﻣﻌﺪﻻﺕ ﺍﳌﻌ
ﻣﺎﺯﺍﻝ ﻫﻨﺎﻟﻚ ﺑﻌﺾ ﺍﻟﻨﻘﺺ ﺍﳌﻌﺮﰲ ﰲ ﺇﻧﺘﻘﺎﻝ ﺍﻟﻔﲑﻭﺱ ﻣﻦ ﺍﻻﻡ ﺍﳌﺼﺎﺑﺔ ﻟﻄﻔﻠﻬﺎ، ﻭ ﺑﻌﺾ ﺍﻹﻋﺘﻘﺎﺩﺍﺕ ﺍﳋﺎﻃﺌﺔ ﻋﻦ ﻃﺮﻕ ﺍﻻﻧﺘﻘﺎﻝ 
ﺑﻔﲑﻭﺱ ﻋﻮﺯ ﺍﳌﻨﺎﻋﺔ ﺍﳌﻜﺘﺴﺐ ، ﻭ ﻫﻨﺎﻟﻚ ﲢﺴﻦ ﻭﺍﺿﺢ ﰲ ﺳﻠﻮﻙ ﺍﻟﻨﺎﺯﺣﲔ ﲡﺎﻩ ﺍﳌﺼﺎﺑﻴﲔ . ﺑﻮﺍﺳﻄﺔ ﺍﻟﺒﺎﻋﻮﺽ ﻭ ﺍﳊﻤﺎﻣﺎﺕ ﺍﻟﻌﺎﻣﺔ
 .ﻭﺭﻏﺒﺔ ﰲ ﺗﻐﲑ ﺍﻟﺴﻠﻮﻙ ﻭ ﺍﳌﻤﺎﺭﺳﺎﺕ ﻟﺘﻔﺎﺩﻱ ﺍﻻﺻﺎﺑﺔ%( 2.38)ﺇﻟﺘﺰﺍﻡ ﻋﺪﺩ ﻛﺒﲑ ﻣﻦ ﺍﻟﻨﺎﺯﺣﲔ ﺑﺸﺮﻳﻚ ﻭﺍﺣﺪ 
%( 51) ﺷﻬﺮ ﺍﳌﺎﺿﻲ ﻛﺎﻧﺖ 21، ﻧﺴﺒﺔ ﺍﻻﺻﺎﺑﺔ ﺑﺈﻟﺘﻬﺎﺏ ﺇﺣﻠﻴﻠﻲ ﰲ %( 81) ﻣﺎﺯﺍﻝ ﺇﺳﺘﻌﻤﺎﻝ ﺍﻟﻌﺎﺯﻝ ﺍﻟﺬﻛﺮﻱ ﻣﻨﺨﻔﺾ ﺟﺪﺍ 
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1.0 INTRODUCTION: 
The global Acquired Immunodeficiency Syndrome (AIDS) epidemic is one of the 
greatest challenges facing our generation. AIDS is a new type of global 
emergency, an unprecedented threat to human development which requires 
sustained action and commitment over long term. AIDS has been with us for 
more than 20 years and it will continue challenging us for many decades to 
come (1). 
AIDS has killed more than 25 million people since it was first recognized in 
1981, making it one of the most destructive epidemics in recorded history(2). 
The total number of people living with the human immunodeficiency virus (HIV) 
reached its highest level, it is estimated that 40.3 million [36.7 – 45.3 million] 
people are now living with HIV. Close to 5 million people were newly infected 
with the virus in 2005. AIDS deaths were estimated to total 3.1 million [2.8 –3.6 
million] in 2005; of which more than half a million (570 000) were children (2). 
Sub-Saharan Africa has approximately (10%) of the world’s population, but it is 
home to more than (60%) of all people living with HIV, which is 25.8 million 
[23.8 million –28.9 million] (2). 
Sub-Saharan Africa is known as the most affected region by armed conflicts, 
and almost all Sub-Saharan Africa countries have either directly experienced, or 
bordered a country that has directly experienced, violent conflict. The number of 
states engaged in significant violent conflicts doubled between 1989 and 2000, 
from 11 to 22. A "conflict belt" stretches from Angola to the Horn of Africa, while 
peace in western Africa remains elusive (3). 
The current estimated number of refugees and internally displaced persons 
(IDPs) worldwide are 12 and 25 million, respectively (4).  
Conflict, displacement, food insecurity and poverty make affected populations 
more vulnerable to HIV transmission. However, the common assumption that 
this vulnerability necessarily translates into more HIV infections and 
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consequently fuels the HIV/AIDS epidemic is not supported by data. Whether or 
not conflict and displacement affect HIV transmission depends upon numerous 
competing and interacting factors (5). 
Internally Displaced Persons (IDPs) are persons or groups of persons who have 
been forced or obliged to flee or to leave their homes or places of habitual 
residence, in particular as a result of or in order to avoid the effects of armed 
conflict, situations of generalized violence, violations of human rights or natural 
or human-made disasters, and who have not crossed an internationally 
recognised state border (6). 
IDPs are considered to be one of the high risk groups exposed to transmission 
of HIV/AIDS and Sexually Transmitted Infections (STIs). This is due to their 
vulnerability, exposure to other high risk groups sex workers and injection drug 
users, as well as to men who have sex with men. They are usually settled in 
poor social and physical infrastructure, resulting in untreated (STIs). Their poor 
health, malnutrition and poverty increase the risk of transmission in the event of 
viral exposure (3).   
The present study is an attempt to investigate the sexual behaviour of displaced 
persons in Jebel Aulia camps – Khartoum State in the area of HIV/AIDS and 
STIs. It addresses specifically their Knowledge, Attitude and Practices toward 
HIV/AIDS, and toward sexual partners and the use of condoms. The study will a 
cover the STIs transmission, prevention and treatment. The study is planned to 
detect the weaknesses and gaps of “The Raising Awareness Intervention 
Program” that was conducted in the area in 2005, as a result of the baseline 
survey done in 2004 among the IDP population in Jebel Aulia camps. The result 
of the study will also contribute in designing appropriate intervention program 
for this high risk group and other similar groups at risk. It will also add to the 
data available about IDPs and HIV/AIDS/STIs in Khartoum State.   
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 1.1 RATIONALE: 
A baseline KABP survey was conducted in 2004, among the IDPs camps in 
Jebel Aulia. It was carried by HIV/AIDS/STIs control program at KSMOH in 
collaboration with ADRA. The household survey was in three areas, Dar 
Salaam, Ghura Salaam and El Salaam Internally Displaced Persons (IDPs) 
camps which are located in Jebel Aulia province. The target population was 
adult IDPs population within the age group 15-49 years.  
 The overall goal of the study was to prevent the spread of HIV/AIDS through 
creating an effective awareness intervention for the target communities there 
through health education sessions, following the assessment of the knowledge, 
attitude, behavior and practice of the target population towards HIV/AIDS/STIs. 
The results of the survey showed that (90.7%) of surveyed persons had heard 
about HIV/AIDS. As for mode of transmission only (74%) of respondents knew 
that unchecked blood transfusion can transmit the HIV/AIDS virus, while 
(31.5%) believed that mosquito bites can transmit the virus.  There were (21%) 
of the respondents who had sexual partners (extra-marital or unmarried 
partners). Regarding the preferred method of raising awareness, (81%) 
mentioned lectures while (66%) preferred the radio (7). 
After the survey, from the end of 2004 and until the end of 2005, ADRA in 
collaboration with KSMOH conducted “Rising Awareness Programmes”, which 
included public education campaigns through; lectures, posters, leaflets with 
preventive messages and booklets.  The community gathering in small groups 
and discussed HIV and other health issues, while drama plays songs and 
videos were also used.  Training of Community Health Promoters (CHPs) in the 
area was undertaken to enhance their skills for home visits and dissemination 
of information regarding HIV/AIDS. 
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Conducting special prevention programmes to high risk groups, and this at risk 
is one of strategies adopted by HIV/AIDS/STIs Control Program, KSMOH to 
prevent the spread of HIV/AIDS.  
The 2004 survey indicated that IDPs were a high risk group, and the 
intervention activities were carried in 2005 in Jebel Aulia area. Accordingly this 
study was conducted to assess the impact of the intervention on the knowledge, 
attitude, behavior and practice toward HIV/AIDS and it’s preventive measures, 
among the population in the three areas in Jebel Aulia, and to determine if 
further intervention is needed. 
At the level of the state and the national HIV/AIDS Control Program, the data 
will help to improve the program future plans and strategy of prevention and 
changing behavior among displaced and non-displaced populations, and for 
more understanding of the HIV pandemic in Sudan. 
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1.2 PROBLEM STATEMENT: 
About 6 million people are internally displaced in Sudan; (30%) of the total IDP 
population was estimated to have settled in Khartoum, 1.8 million are in Greater 
Darfur, over 650,000 are in Bahr al Ghazal, and large scale displacements have 
taken place in Unity State/Western Upper Nile, Greater Equatoria, Eastern 
Sudan, Transition Areas and other Northern states of Sudan (6). 
The causes of these displacements are mainly: civil war in the Southern Sudan, 
the conflict in Darfur that has displaced 2 million people since February 2003, 
and the starvation and hunger in the Nuba Mountains area and South Kordofan 
(1987-2002).  
The displaced live in camps or in overcrowded squatter areas in the big towns. 
They live under difficult economic conditions and may use illegal practices 
including prostitution and making local beer to earn their living (8). 
 IDPs from Southern and Western Sudan represent the largest section of the 
urban poor in Khartoum. Their poverty is aggravated by the low average 
income, heavy involvement in the informal sector (casual activities), poor 
nutritional status, inadequate housing conditions, poor sanitation and 
environmental health, vulnerability to epidemic diseases, such as STIs and 
AIDS, and high illiteracy rates (9). 
There are several factors contributing to the higher risk of young IDPs such as 
untreated STIs, poor health and malnutrition, poverty and, as a consequence, 
increased risk of transmission through: increased prevalence of casual or 
commercial sexual activity. The  development of cultures of violence that 
promote sexual violence and predation, limited access to  public health 
education mechanisms (mass media, health facilities, …)  also negatively affect 
knowledge, attitudes, and practices.  
All the abovement may increase the vulnerability of IDPs populations to HIV, 
however there is little data on HIV/AIDS situation in IDPs among Khartoum and 
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Sudan. Although the 2002 behavioral survey conducted by SNAP among the 
IDPs showed gaps in the Knowledge of transmission and the prevention 
measures, and the negative attitude towards people living with HIV/AIDS, there 
were no proper intervention programs targeting this special group.  
In Khartoum State with (30%) of IDPs population living around the state, there 
is a great need for regular behavioral and epidemiological surveys to be 
conducted among the IDPs population, as a high risk group, to determine the 
gap in their knowledge, attitude and behavior towards HIV/AIDS/STIs, and to 
run effective raising awareness and intervention programs, with post 
intervention assessment on the knowledge, attitude, behavior and practice 
towards HIV/AIDS/STIs that have been learned.  
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1.3 OBJECTIVES: 
1.3.1 General Objective: 
    To assess HIV/AIDS/STIs Knowledge, Attitude, Behaviour and Practice, post   
    Intervention among the adult Internally Displaced Persons in Jebel Aulia   
    area, Khartoum state.2006  
 
1.3.2 Specific Objective: 
? To describe the socio-demographic characteristics of the adult IDPs 
population in Jebel  Aulia in 2006 
? To identify the level of knowledge about HIV/AIDS and it’s preventive   
             measures among the adult IDPs population in Jebel Aulia, after the  
            raising awareness intervention program in 2005. 
? To assess the attitude and practice of adult IDPs population in Jebel   
            Aulia towards HIV/AIDS/STIs, after the intervention program in 2005. 
? To determine the behaviours and risk factors that might influence  
             the spread of HIV/AIDS among the adult IDPs population in Jebel  
           Aulia, after the intervention in 2005  
? To identify STIs health care seeking behaviour of the adult IDPs  
           population in Jebel Aulia 
? To identify preferred channels for Information/Education/       
            Communication (IEC) programs for adult IDPs population in Jebel   
           Aulia, that helps in raising awareness toward HIV/AIDS/STIs. 
? To compare the results of the study with the results of the baseline    
            survey conducted in the same area in 2004 and after the raising   
           awareness intervention program in 2005. 
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1.4 LITERATURE REVIEW 
1.4.1 Background Information about HIV/AIDS: 
The Acquired Immunodeficiency Syndrome (AIDS) was first described as a 
clinical entity in 1981 and human immunodeficiency virus (HIV) was identified 
as the causative organism in 1983 (10). 
HIV spread through unprotected sex (intercourse without condom) with an 
infected person, transfusion of unscreened blood, contaminated needles (most 
frequently for injecting–drug use) and from infected woman to her child during 
pregnancy, child birth or breastfeeding, which called Mother To Child 
Transmission (MTCT). 
The majority of infected individuals look healthy and feel well for many years 
after infection, they may not even suspect that they host the virus, though they 
can transmit it to others. The UNAIDS estimated that (90%) of all HIV infected 
people worldwide do not know they have the virus (1). HIV infection is 
predominantly concentrated in developing countries among people in early 
adult life. 
1.4.2 Global Epidemiology of HIV/AIDS: 
The AIDS epidemic update claimed more than 3.1 million lives in 2005, and an 
estimated 40.3 million people are now living with HIV virus. The global picture of 
the HIV/AIDS epidemic by December 2005 indicated that; there were a total of 
40.3 million people living with HIV/AIDS of whom 38 million were adults and 2.3 
million were children less than 15 years of age, of the adults 17.5 million were 
women and 20.5 million were men.  Those newly infected in 2005 totaled 4.9 
million, of whom 4.2 million were adults and 700.000 children less than 15years 
old. The total AIDS deaths in 2005 were 3.1 million, of whom 2.6 million were 
adults and 500.000 children less than 15 years of age (2). 
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The number of people living with HIV has increased in total but different from 
one region to other .In the Caribbean, the second-most affected region in the 
world, HIV prevalence overall showed no change in 2005 compared with 2003 
which was (1.6%).Sub-Saharan Africa remains hardest-hit, and it is a home of 
25.8 million [23.8 –28.9 million] people living with HIV, almost one million more 
than in2003. Two thirds of all people living with HIV are in sub-Saharan Africa. 
 Growing epidemics are underway in Eastern Europe and Central Asia, the HIV 
prevalence was (0.7%) and (0.9%) from the years 2003, 2005 respectively (2). 
In East Asia, the number of people living with HIV in 2005 increased by one fifth 
(to 870 000), compared to two years earlier. The increase in the proportion of 
women being affected by the epidemic continues. 
 In 2005 17.5 million [16.2 –19.3 million] women were living with HIV, one 
million more than in 2003. Thirteen and a half million [12.5 –15.1 million], which 
is 57% of those women live in sub-Saharan Africa. The widening impact on 
women is apparent also in South and South-East Asia (where almost two 
million women now have HIV) and in Eastern Europe and Central Asia (2). 
The advance of AIDS in the Middle East and North Africa has continued with 
latest estimates showing that 67 000 [35 000 –200 000] people became 
infected with HIV in 2005.Approximately 510 000 [230 000 –1.4 million] people 
are living with HIV in this region. An estimated 58 000 [25 000-145 000] adults 
and children in 2005 died of AIDS-related conditions. Although HIV surveillance 
remains weak in this region (2). 
1.4.3 Epidemiology of HIV/AIDS in Sudan: 
Sudan is the worst- affected country in the Middle East and North Africa, Sudan 
has the highest HIV prevalence (1.6%), and the highest infection rate is found in 
the South. Comparing HIV prevalence in Sudan with HIV prevalence in the 
countries that lie in the Sub-Saharan Africa region, Sudan has a lower national 
HIV prevalence (2) 
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The first AIDS case in Sudan was reported in 1986. This was followed by two 
cases in 1987. In the same year Sudan National AIDS Control Program (SNAP) 
was established. The number of cases reported annually increased and by 
1997 about 250 cases were reported and in 1998 the total number of cases was 
511 In the year 2000 the number of reported cases was 652. During the period 
1986 through 2001 a total of 4004 cases were reported (11). 
In 2002 a National behavioural and serological survey had been conducted by 
SNAP in 14 states (11 in the North and 3 in the South) out of the 26 States of 
Sudan. The objective of the survey was to assess the magnitude of HIV/AIDS in 
the country and to provide information about the knowledge, attitude and the 
behaviour of the different sectors of the community. The estimated prevalence 
in the general population was (1.6%) (8). Prevalence among women attending 
the Antenatal Clinics (ANC) was (1.0%). Prevalence among the refugees was 
(4.0%) while prevalence among IDPs was (1.0%). The prevalence among the 
high risk groups was (4.4%) among female sex workers, (1.6%) among TB 
patients, (2.0%) among prisoners and (2.5%) among tea sellers (8).   
At the end of 2003 (10,959) AIDS cases were reported since the beginning of 
the epidemic (11). WHO/UNAIDS estimations and projections workshop in 
2003, estimated the average prevalence in Sudan among adult (15 – 49) years 
old of HIV/AIDS is (2.3%) (13).   
Estimated numbers of people living with HIV/AIDS in Sudan is (600.000) 
persons only around (17.000) of them were reported (12). 
In 2004 and 2005, three main groups have been targeted through Sentinel 
Sero-Surveillance, the three groups were: pregnant women attending antenatal 
clinics (ANC), patients seeking treatment for tuberculosis (TB) and patients 
seeking treatment for Sexually Transmitted Infections (STIs) in selected sites to 
monitor the trends of HIV infection over a period of time (14). 
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The major mode of HIV transmission was heterosexual transmission which 
accounted for (97%) of all reported cases. The younger and middle age groups 
were the mostly affected, with (88.5%) of reported AIDS cases being 15 –49 
years old. The male to female ratio was approximately {2:1} (12). 
Previous HIV surveillance data have shown HIV prevalence to be up to eight 
times higher in the south of the country, compared with the capital, Khartoum. It 
is possible that the gradual cessation of conflict in parts of the country could 
accelerate HIV spread, as people resume their normal patterns of travel and 
trade. The effects of conflict continue to thwart up-to-date information-gathering 
about Sudan’s epidemic. The few surveys that have sought HIV-related 
information encountered very limited knowledge about the epidemic amid 
widespread behaviours that could favour HIV transmission (15). 
The results of the behavioural survey showed that, the majority of the 
respondents (78.6%) heard about AIDS, the main channel of hearing about 
AIDS were the media i.e. Radio (40%), TV (34%). Less than (25%) of the 
respondents knew about the symptoms of AIDS, while less than (16.5%) knew 
about the signs of the disease. Only about (20%) of the respondents recognized 
HIV virus as the cause of AIDS. About the mode of transmission (53.2%) 
mentioned sexual intercourse, (29.9%) blood transfusion, (26.7%) skin 
penetration and (13.4%) transmission from the mother to child. Transmission of 
AIDS through mosquito bite was mentioned by (27.6%) of the respondents, 
while (24.4%) believe that the transmission could happen by eating with 
HIV/AIDS patients.  Less than (10%) of the respondents mentioned use of 
condom as a mean of preventing AIDS transmission, practicing sex with one 
person was (27.3%) and abandoning illegal sex was (41%). (56.6%) of the 
respondents would not buy food from food sellers with AIDS, while (44.3%) 
would not eat with individuals infected with HIV/AIDS, and (31%) of them would 
not nurse HIV/AIDS patients (8).  
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The factors driving the HIV/AIDS epidemic in Sudan were identified as war and 
the resulting population movement (displacement, refugees, military personnel), 
the wide open borders with nine African countries some of which have high HIV 
prevalence rates, the economic crisis in the country and urbanization (extensive 
migration from rural to urban areas) (16). All these conditions interact to provide 
a hostile environment for high risk sexual behaviours and rapid spread of HIV 
infection. 
1.4.5 HIV/AIDS Situation in Khartoum State: 
 Khartoum is one of the 26 states of Sudan. Khartoum is the political capital and 
commercial centre of the Sudan, It’s located at the junction of White and Blue 
Nile to form the river Nile, with an area of 21,140 Km2 (17). 
 It has a population of 5,752,425 (amounting to an average annual growth rate 
of 3.67%). It is the Sudan's most populous city since it consists of (15.4%) of 
the total population of Sudan. It is the country's major commercial centre. The 
working age in the state is (15-59) years which accounts for (57.9%) of the total 
population. The population who are economically active are (42.4%). The 
unemployment rate in the state is (13.5%) (17). 
The state is divided politically and administratively into seven localities, namely 
Khartoum, Omdurman, Khartoum North, Jebel Aulia, East Nile, Karari and 
Umbada and four great IDPs camps, representing 1/3 of the state population, 
which are 1.8 million people. The state divided into urban, suburban, and rural 
areas. 
In Khartoum state the estimated number of people living with HIV/AIDS is 
(88.000). Only around (4,689) cases (5.3 %) were detected by December 2005, 
of whom (2,902) were HIV cases and (1,787) were AIDS cases. Estimated 
Number of Reported cases of STIs in 2005 were (35.000) cases. Females 
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represent more than (80%) from the estimated number of Reported cases in 
STIs in Khartoum State (18).    
A several behavioral and serological surveys were carried in Khartoum state 
among high risk groups during the period 2004 to 2006. The prevalence among 
prisoners was (8.0%), as compared to tea sellers (1.23%), and (1.0%) among 
police men.  In 2005 a new high risk group, Raksha drivers were investigated, 
and the reported prevalence was (0.8%) with very high risky sexual behavioral 
and practices (18).  In the same year the prevalence among Male who 
practicing Sex with Male was found to be (9.0%) (19). 
Sentinel Sero-Surveillance was done in Khartoum State in 2004, covering three 
groups: pregnant women attending antenatal clinics (ANC), clients seeking 
treatment for tuberculosis (TB) and clients seeking treatment for Sexually 
Transmitted Infections (STIs). In 2005 the HIV/AIDS /STIs Control Program in 
Khartoum State, scaled up the sites from 3 to 9 sites, three in each great area 
(Khartoum, Bahrie and Omdurman), among the same target group ANC, TB 
and STIs. The results showed an increasing, almost doubling prevalence rate of 
HIV among the STIs patients (2.0% in 2004 as compared to 4.4% in 2005).  
The prevalence among women attending ANC increased from (0.25% in 2004 
as compared to 0.33% in 2005), while the prevalence among the TB patient 
showed slight decrease (2.8% in 2004 as compared to 2.26% in 2005) (11, 14).     
 The nearly central location of the state and the well distributed net work of high 
way roads subject the state to continuous population influx from other states 
almost on a daily bases for work, education, health services, marketing, and for 
residence. It was estimated that nearly 100.000 of people enter Khartoum daily 
(Bureau center of statistics in the late 1990s).  
With All this migration inside and outside, Khartoum state is known to be one of 
the highest prevalence states in transmission of HIV/AIDS and STIs.   
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Although other factors can contribute to that, civil war that caused enormous 
internal displacement and the Instability of the region and the country, poverty, 
traditional harmful practices, ignorance and illiteracy. 
1.4.6 Displacement and Displaced Persons: 
 
Many disasters and conflicts occur every year, as result of weakened states or 
external aggression, It force large populations to leave their homes in order to 
escape the effects of conflict and violence, to find food, water, shelter, which 
are lacking due to poverty and economic collapse, and to seek protection from 
persecution because of race, religion, political opinion, nationality, or 
membership in a social group (20). 
The impact of displacement is not only felt by the persons being displaced, but 
also by those living around their new residence, whether it is temporary or 
permanent. 
1.4.6.1 Internally Displaced Persons (IDPs): 
 These people are forced to flee from their home suddenly or unexpectedly in 
large numbers as a result of armed conflict, internal strife, systematic violations 
of human rights or natural or man-made disasters but remain within the territory 
of their country.  
1.4.6.2 Special Concerns of Displaced Persons 
Populations that have been displaced due to armed conflict, civil strife, and 
increased human rights violations, natural or man-made disasters may have 
unique concerns, including the following: 
1. Increased Vulnerability 
In displacement situations, up to (80%) of the affected population are women, 
children, and elderly persons. These groups are more prone to violence, 
starvation, and even death. They are vulnerable because they lack the capacity 
to cope; they are categorized into four categories of vulnerability: 
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Physiologically vulnerable: those who lack access to basic needs, including 
health care. 
Socially vulnerable: those who lack access to education and social support, like 
female-headed households, unaccompanied minors, AIDS orphans and the 
disabled. 
Economically vulnerable: those who lack sufficient income, e.g., the poorest 
Politically vulnerable:  those who lack autonomy and have no control over their 
situation, e.g., internally displaced persons, refugees, and ethnic minority 
groups (by language). 
If the above vulnerabilities are not effectively reduced, the affected people may 
suffer more serious consequences, and their “return to normalcy” may be more 
difficult (20). 
2. Lack of Security and Protection: 
All displaced persons are under constant threats of physical violence if normal 
defense and policing systems are disrupted, during their flight and in the relief 
camp, especially if it is a detention-like situation. Children and females of any 
age or marital status, who are on their own for whatever reason, will be more 
vulnerable, for example: 
People in power may demand sexual favors from women and adolescent girls 
in exchange for “protection” and basic subsistence goods, such as food and 
water. 
Unaccompanied children may be at higher risk for sexual violence, particularly 
when foster care placement occurs without adequate screening. 
When displaced persons cross international borders, they may be held in 
closed detention facilities. These facilities may house criminals with children 
and females with males. 
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Breakdown of the community which usually enforces traditional norms, 
individual roles, and security results in disruption of social patterns and 
disappearance of the safety net. 
Not having proper personal identification may put a person at higher risk for 
sexual violence. The male head of the household may have been given all the 
relevant documents and may not be available to produce them when 
questioned by authorities. In addition, politically active people among IDPs and 
refugees may interfere with the system of providing relief (20). 
3. Psychological Trauma: 
 Psychological trauma occurs when people are forced to flee from their homes. 
Displaced persons face stress during the flight, throughout their life in a 
settlement, and even after they return to their homes or settle in other countries. 
Common reactions to stress may include anxiety, fear, and aggression in the 
early phase of flight from their homes. As their displaced status becomes 
chronic, these reactions may progress to psychosomatic illness, depression, 
substance abuse and possibly suicide. Common causes of stress include lack 
of basic needs, concern for missing family members, and uncertainty about 
their future. Simple measures can reduce the continuous exposure to stress, for 
example: 
Helping displaced persons to reunite or find out about the fate of missing family 
members can significantly reduce their anxiety and enable them to resume 
normal function for their future life. 
Ensuring access to basic needs and services and giving them opportunities to 
live a meaningful life in the settlement can help restore dignity and hope among 
displaced persons (20). 
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4. Loss of Livelihood: 
Camps often put the lives of hundreds of thousands of displaced persons on 
hold. They are cut off from their normal means of survival, and may not be 
allowed to farm, trade, or receive wages or state benefits.  
As a result, they require prolonged external support, which can create 
dependency among the beneficiaries. This causes more hardship when 
programs are terminated abruptly (which is often the case). It is essential to find 
long-term solutions for displaced persons that reduce their vulnerabilities and 
prepare them for sustainable livelihood (20). 
 
1.4.7 HIV/AIDS/STIs and Internally Displaced Persons: 
Conflict, displacement, food insecurity and poverty have the potential to make 
affected populations more vulnerable to HIV transmission. The United Nations 
General Assembly Special Session (UNGASS) in 2001, Declaration of 
Commitment on HIV/AIDS, states that “populations destabilized by armed 
conflict ...including refugees, internally displaced persons, and in particular 
women and children, are at increased risk of exposure to HIV infection” (21).  
There are approximately 25 million IDPs globally, over 2.5 times the number of 
refugees (6). Many of them reside in countries where health services are 
heavily burdened by HIV and AIDS. Approximately four million live in sub-
Saharan Africa, where drought and conflict continue to force people from their 
homes in massive numbers (22).  
There are a lot of debates that conflict increases HIV/AIDS/STIs among IDPs, 
and they have high HIV infection rates, and that they lack adequate HIV 
interventions, wars can increase the spread of sexually transmitted infections 
(STI) and facilitate HIV transmission through sexual routes, injection drug use 
(IDU), contaminated blood transfusions and occupational injuries, armed 
conflicts can influence HIV epidemic dynamics in surrounding countries and 
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beyond, both directly by affecting HIV transmission itself and indirectly through 
reallocation of health-related public funds toward security and defense 
measures(23).  
The mechanism of HIV transmission depends on a number of factors, including 
the maturity of the HIV epidemic in both the host and the displaced  population, 
the relative sero-prevalence of HIV and the prevalence of other STIs that may 
facilitate transmission, the level of sexual interaction between the two 
communities, the presence of context-specific factors such as systematic rape 
by military or paramilitary groups, and the level and quality of HIV prevention 
and STI treatment services (24). 
The patterns through which displaced persons potentially affects HIV 
transmission can be divided into three major categories: 
Type A: where HIV prevalence among displaced population is thought to be 
lower than that of the host population, such as Somali refugees in Ethiopia (25). 
Type B: where HIV prevalence among displaced population is thought to be 
higher than that of the host population, such as Rwandan refugees in the Ngara 
district of Tanzania (25). 
Type C: where displaced population in the two regions of a country has 
differences in HIV prevalence due to the differential effects of war in various 
parts of the country as may be the case in Sierra Leone (25). 
HIV risk may depend on factors that may decrease the risk or Increase it, 
increase isolation of communities, with closed IDPs camps (e.g. Vietnamese 
camps in Hong Kong and Thailand), increase death rates among high risk 
groups (among adult male) and decrease causal sex associated with trauma 
and depression, are factors that may decrease HIV risk (3), while open camps 
(e.g. Sudanese camps in Uganda) or where populations are integrated into the 
community (e.g. Sierra Leonians in Guinea), an estimated (60-75%) of Africa's 
refugees may have never lived in camps and in recent emergencies, a large 
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proportion of refugees have sought assistance and shelter directly from host 
populations (25). Increase levels of commercial or casual sex, decrease 
availability of reproductive health and other health services, increase level of 
other diseases (TB and malnutrition), decreased use of means to prevent HIV 
transmission, those factors and others may influence the HIV risk (3). 
 Because HIV epidemics are generalized epidemics in most sub-Saharan Africa 
countries, HIV epidemics among the large forced-migrant populations 
(displaced or refugees) will also tend to be generalized epidemics. HIV/AIDS 
interventions were generally not included in humanitarian organization’s 
immediate response to conflict and emergencies. However it’s now generally 
accepted that HIV/AIDS interventions must be multisectoral, begin at the onset 
of a conflict or emergency and be continued through every stage (5). During a 
complex emergency, more immediate actions are required, the Minimal Initial 
Services Package (MISP) developed by the Joint United Nations Program on 
HIV/AIDS (UNAIDS) and the UN High Commission for Refugees (UNHCR) 
should be implemented. The MISP includes essential programs for preventing 
HIV transmission such as basic information on HIV and AIDS, condom access, 
safe blood transfusion, and materials to implement universal precautions in 
camps of refugees and internally displaced persons (23).  
The Inter-Agency Standing Committee (IASC) reference group for HIV/AIDS in 
emergency settings completed guidelines that provide a step-wise approach for 
implementing HIV/AIDS interventions, which include response in a rang of 
areas include:  prevention, Behavioral Change Communication (BCC), 
Behavioral Surveillance Surveys (BSS), monitoring and evaluation and others 
(26).   
HIV behavioral surveillance surveys (BSSs), are an assessment, monitoring 
and evaluation forms of the knowledge attitudes-practice surveys, tool designed 
to track trends in HIV/AIDS knowledge, attitudes and risk behaviors among 
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populations. When used together with qualitative and quantitative research and 
proper measurement of appropriate programme indicators, the data collected 
from BSS can assist organizations in targeting specific HIV/AIDS prevention 
and care activities, allocating scarce resources, and monitoring and evaluating 
the interventions’ effectiveness and coverage. BSS are useful because they 
alert policy makers and programme managers to emerging or changing risks in 
existing behavior reveal gaps in knowledge and attitudes help to identify 
vulnerable segments of populations, contribute to improved programme 
content, provide data on specific target groups and ensure compatibility and 
standardization of data collection (21, 27). 
Few studies were carried and little is known about HIV among conflict-affected 
internally displaced persons, although they have high HIV infection rates and 
they lack adequate HIV interventions.    
A multi-center study in Central America and Mexico was conducted among 
mobile population and its relationship to vulnerability to sexually transmitted 
infections (STI)/HIV/AIDS, in order to provide information that can be used to 
design appropriate and focused interventions. Household survey provides 
demographic, socioeconomic characteristics, and information about knowledge, 
transmission of STI/HIV/AIDS, prevention and opinions held about HIV/AIDS. 
Also In-depth interviews with key informants, community members and mobile 
population were held (30). 
The result showed a population with mean age of 39 years and low educational 
level. It also showed that the available public services were few, in particular 
health services.  Violence, poverty, transactional sex, sex for survival and multi 
sexual partners increased the risk of the transmission of STI/HIV with infrequent 
condom use. Migrant women and sex workers were particularly vulnerable in 
this context. There was a gap between information about STI/HIV transmission 
and reported prevention practices. A wide range of knowledge in different 
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centers that HIV was transmitted sexually (94.3% to 50%). Only two centers out 
of eleven identified condom as a measure of prevention (81.1% & 74.5%). 
There were a lot of beliefs about HIV that lead to negative attitudes toward 
individuals who were living with HIV/AIDS. The majority would not consult a 
doctor who had AIDS (84.5%), they would not allow their children to play with 
the children of someone who had AIDS (86.7%), and would not hire someone 
who had AIDS (89.6%). The use of condom was very low in general, often 
HIV/AIDS were connected with others, individuals think that ‘HIV will not affect me; 
it only happens to other people’.    
The in-depth interviews provided Information about the power of religion and 
religious concepts in helping or hindering the development of prevention 
strategies, especially condom use, in which individuals often cited that their 
refusal to use condoms was based on religious beliefs, or when they declared 
that HIV infection was a matter of God’s will not their individual behavior. Also 
Men practicing Sex with Men (MSM) was identified among the target group, 
with frequent interactions with the internal migrant or mobile population. The 
interviewed also reported heavy alcoholic drinking (30). 
A study among eight priority countries with large IDP populations was 
undertaken to improve our understanding of HIV among IDPs and to make 
recommendations to the United Nations High Commissioner for Refugees 
(UNHCR), the countries were (Burundi, DRC, Columbia, Liberia, Nepal, 
Somalia, Sudan and Uganda). The HIV prevalence among the 8 countries with 
an IDP population estimated from 11.1 to 14.7 million person’s ranges from 
(0.3%) to (12.4%) with a median of (3.2%), however, there are few data 
focusing on IDP prevalence. Recent population-based behavioral surveillance 
surveys (BSS) and/or sentinel surveillance surveys from Burundi, Colombia, 
DRC, Somalia and Sudan were used to better convey the situation for IDPs in 
 23
the respective countries. There were almost no data on HIV and IDPs for 
Liberia and Nepal (6). 
In Burundi, the number of IDPs peaked in 1999, with over 800,000 displaced 
people (12% of total population), and then decreased in 2003 when the 
ceasefire was signed, the total number of IDPs in camps as of mid-2005 was 
estimated at 117,000; in addition, an unknown number of IDPs reside with host 
families. Burundi’s adult HIV prevalence at the end of 2003 was (6.0%),a BSS 
study in IDP sites in 2001- 2002, showed that IDPs could identified at least one 
correct mode of transmission of HIV; (96.5%) mentioned unprotected sex, 
(79.5%) sharp objects with infected people, and (30.5%) contaminated blood. 
Few IDPs knew about mother-to-child transmission. It also reported that radio 
(87.8%) and religious sermons (27.3%) were the most effective means of 
raising HIV awareness. In terms of prevention, (91.8%) spoke of abstinence, 
(54.0%) suggested not sharing sharp objects, (45.3%) mentioned condoms (6). 
Although (80%) know what a condom is and only (70%) have ever seen, while 
less than one-fifth ever used. False beliefs and misinformation are common 
among the displaced, as one in five IDPs believes that HIV can be contracted 
by kissing or eating with an HIV-infected person (32). (53.6%) of young people 
claimed to have sexual relations before 15 years of age. The BSS study also 
showed some worrying attitudes among the population towards people living 
with HIV/AIDS, also (96.2%) support pre-marital screening (6). 
Colombia has suffered for 4 decades of socio-political violence; it has the 
world’s second largest IDP population, and accounts for most of Latin America’s 
3.7 million IDPs as well as nearly all the new displacements in the region. 
Recent figures from the Global IDP Project estimates over 3 million Colombians 
displaced by violence since 1985. Colombia’s adult HIV prevalence at the end 
of 2003 was (0.7%) (6). The high vulnerability of Colombian women to the 
HIV/AIDS epidemic is determined by the cultural context that calls for sexual 
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relations dominated by men; forced displacement is another aspect that  
increasingly affecting minors and women, gender based violence, rape and 
murder.  Few IDPs know about the modes of transmission for HIV/AIDS, in few 
studies made on the use of condoms by adolescents and young people, it had 
been found that women report a lower frequency of use than men of their same 
age, the difference is reported in the Caribbean region, and among youths and 
adolescents living in the context of forced displacement (6). 
An assessment of reproductive health among IDPs showed critical lack of 
access to reproductive health services, IDPs have also claimed that the army 
have tested women and men for HIV and have not only discriminated against 
people living with HIV/AIDS but also killed them (34).  The study concludes that 
there is little HIV/AIDS prevention and education for IDPs, although some 
adolescents have heard about HIV/AIDS in school, they do not practice 
preventive measures (6).  
In Tanzania, an estimated 300 000 Rwandan refugees established themselves 
in two large camps, northwest Tanzania near the border with Rwanda, the 
situation with regard to HIV and STIs among them showed a great potential for 
the rapid spread of HIV, there were need to establish an HIV/AIDS and STI 
prevention and care program with overall aim of sharply decreasing the  
prevalence of STIs and bring down the incidence of HIV infection.  
The program was divided to three phases, situation analysis, intervention, 
implementation and monitoring, and a final assessment of the impact.  A rapid 
‘knowledge, attitudes, beliefs and practices’ (KABP) survey, conducted among 
random sample of men and women from the community. In the same time 
another rapid STIs survey was conducted by taking samples from the target 
group to identify the causative organism, data about symptom & sign of STIs, 
treatment seeking behavior and sexual behaviors were collected (36).  
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The rapid STIs and KABP survey reveled similar finding, men and women 
reported frequent experience with STIs, with around (10%) having experienced 
genital discharge or genital ulcer syndromes in their lifetime.  
Men reported risky sexual behaviors, frequent multiple partners, infidelity, low-
risk perception. Although there were a high level of knowledge of the risks for 
HIV infection and how to prevent it, (87%) knew at least two ways to prevent 
HIV infection, condom use was low only (16%) of men admitted using condoms 
during casual sex, this appeared to be partly because of various myths 
surrounding the use of condoms (37). 
 Although AIDS was generally acknowledged as a serious problem in the 
community, it was also very negatively perceived, as a stigmatizing condition. 
High levels of STIs were recorded, nearly (60%) of women attending antenatal 
care clinics were infected with different vaginal pathogens, the prevalence of 
biological urethritis was about (10%) in men, of whom one third had a 
gonorrhoeal or chlamydial infection, or both, the prevalence of active syphilis 
was (4%) among women and (6%) among men, also the STIs survey showed 
little correlation between symptoms and signs of STIs and STI infections, and 
number of symptoms and signs could be related to poor personal hygiene 
caused by a lack  of bathroom facilities, the  finding supported the idea that a 
syndrome-based approach was likely to be useful in dealing with patients ’ 
complaints.  At the same time, it was recognized that alternative sources of STI 
care already existed in the community and that self-medication was likely to be 
common. The intervention phase included IEC, peer education, condom 
program, STIs intervention program which included training of health workers, 
procurement of drugs and STIs prevention program for pregnant women, the 
last component in the intervention phase was community education and support 
program for AIDS patients.  
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The assessment phase was done using key indicators and repeated rapid 
surveys, although these surveys did not showed a  dramatic changes in the 
reported rates of STI and sexual behaviors, but the program was effective in 
terms of STI interventions (36).  
In Ethiopia, an investigation of knowledge, attitude and behaviors and HIV/STI 
prevalence of Sudanese refugees, in the Dimma refugee settlement in south-
western Ethiopia, was one of the earliest investigations within an African 
refugee population. The study participants included Sudanese refugee men, 
women, who were displaced due to the civil war in Sudan, and Ethiopian female 
sex workers, who were resided near the refugee camps (39).  
The KABP findings indicate that (73%) of refugee women had heard about 
AIDS, (69%) reported that they did not know how HIV/AIDS was transmitted, 
(81%) had heard about AIDS from friends, (68%) think that infected person can 
look healthy. No refugee women reported ever having used a condom; only 
(39%) had heard of condom but did not know the reason for their use. Regard 
the reason of not using condom, six women indicated that their husbands don’t 
know how to use it and three women claimed that religious beliefs inhibit their 
husbands. One-third of the KABP respondents mentioned condom as 
preventive measures from AIDS.   
 Sexual contact between the refugee men and sex workers was frequent during 
the time of the study; the prevalence of HIV and other STIs was high. Focus 
group discussions were obtained, the female respondents mentioned STIs as 
one of the health concern infections and they state that people who had many 
sex partners are more likely to get STIs, they reported that even if the husband 
had STIs, they could not refuse to have sex with him, also they had little means 
of protections, very few women heard about AIDS, the age of first sexual 
intercourse were reported to be 15 years (39). 
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The humanitarian crisis in Democratic Republic of Congo (DRC) is one of the 
most severe in the world, with an estimated 2.17 million Congolese internally 
displaced (22). DRC’s adult HIV prevalence at the end of 2003 was 4.2%.  
An assessment of reproductive health done in July 2001- 2002 found that 
knowledge of the prevention of sexually transmitted infections, including 
HIV/AIDS is low. Condoms were rarely available, particularly in the East, and 
rape was used as a weapon of war by armed factions. HIV voluntary counseling 
and testing services were only available in a few locations, most blood for 
transfusions was not screened for HIV and the practice of universal precautions 
was unpredictable outside international NGO facilities (6, 22). 
Eastern DRC, where the majority of IDPs live, is a chronic health emergency. 
The minimum standards for reproductive health are not being met. It is reported 
that most facilities were using syndromic diagnosis and treatment of sexually 
transmitted infections. Few health facilities had condoms but are occasionally 
found in pharmacies and none conducted Information, Education and 
Communication activities on AIDS. 
 The National AIDS Control Program reported that (80%) of health facilities that 
transfuse blood do not test donated blood for HIV, but NGOs health facilities do 
test for HIV. Gender based violence is a huge problem in the country, especially 
as the stigma of rape and domestic violence persists, preventing many women 
from seeking medical help and counseling, in such circumstances the risk of 
contracting HIV may increase. HIV sero- surveys were also conducted in 2002 
for high risk groups and it included IDPs, they were voluntarily tested, their 
sample had the highest HIV prevalence of all groups (7.1%).  
This finding suggests that IDPs may be more at risk to HIV than the general 
population in DRC. However, more information and data are needed before 
generalizations about IDPs can be made (6). 
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The exact number of IDPs in Somalia is difficult to estimate as nearly all 
Somalis have been displaced by violence at least once in their lifetime. The 
latest estimate by the Global IDP Project is between 370,000 to 400,000 people 
internally displaced, the origin of most IDPs is the southern part of country, the 
largest IDP communities, are situated in Mogadishu area and other southern 
urban centers. Reliable information on HIV prevalence in Somalia has been 
lacking due to the absence of a strong central government with a capable 
ministry of health to compile epidemiological data. However, a recent ANC 
sentinel surveillance report for 2004 by WHO in Somalia shows a national 
median prevalence of (0.9 %)(6). 
A Knowledge, Attitude, Practice and Behavior (KAPB) survey in June 2004 
conducted by the United Nations Children Fund showed that (67%) of men and 
(57%) of women had heard about HIV and that (80%) of men and (71%) of 
women knew about AIDS. There are misconceptions about the ways HIV is 
transmitted. Stigmatization and discrimination against people living with 
HIV/AIDS is also a problem; health workers are likely to discharge them from 
hospitals, and women are more likely to be divorced and separated from their 
children. Social exclusion, victimization and blame are also burdens to be 
shouldered by HIV/AIDS infected people. In a qualitative HIV survey among 
IDPs in Somalia in 2004, (73%) stated that HIV was not a problem and none 
claimed to have ever seen anyone with AIDS, in the same study, no HIV 
interventions were reported in the IDP camps surveyed; however, civil society 
representatives in the towns of Bossaso and Hargeisa reported HIV awareness 
raising campaigns. There are no HIV sero-prevalence data for the IDP 
population (6) 
Conflict in Sudan has displaced millions of people and forced hundreds of 
thousands to flee across borders. In the south of the country, the 21-year old 
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war between the Government of Sudan and the Sudan People Liberation 
Movement/Army has caused the internal displacement of approximately 4million 
people, to which the more than 1.5 million displaced as a consequence of the 
more recent conflict in Darfur must be added. As of the end of 2003, more than 
500,000 Sudanese refugees were residing mainly in Uganda, Ethiopia, Kenya 
and Chad (4).                                                                                                   
In the epidemiological and behavioral survey conducted by SNAP in 2002, the 
estimate HIV prevalence among IDPs in Sudan was (1%) (8). the results of the 
behavioral survey showed that (74.0%) of the Displaced people heard about 
AIDS. Less than (25.0%) of the respondents know about the symptoms of 
AIDS, while less than (35.0%) know about the signs of the disease. Only about 
(15.1%) of the Displaced recognized virus as the cause of AIDS. about the 
mode of transmission, (43.7%) mentioned sexual intercourse,(24.1%)mentioned 
blood transfusion, (26.2%) skin penetration, and (12.5%) mentioned 
transmission from mother to child. About (11.3%) mentioned the use of condom 
as a means of preventing AIDS transmission, (21.7%) mentioned practicing sex 
with one person. Wrong beliefs are deeply rooted among the Displaced. 
Transmission of AIDS through mosquito bite was mentioned by (31.2%) of the 
respondents, while (25.3%) believe that AIDS can be transmitted though eating 
with people living with AIDS, with high level of stigma among the displaced, 
(53.0%) of them would not buy food from a food seller living with AIDS, (41.1%) 
would not eat with people living with AIDS, and (31.4%) believe that a teacher 
living with AIDS should be prohibited to teach in schools. More than half 
(60.3%) of the Displaced never heard/saw a male condom (8). 
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2.0 MATERIAL & METHODS: 
2.1 Study Design: 
This is a descriptive cross-sectional community-based study on knowledge, 
attitude, behaviour and practice (KABP) among the adult IDPs population in 
Jebel Aulia in 2006, Post interventional assessment. 
2.2 Study Area: 
The study was conducted in Jebel Aulia locality, one of the seven localities in 
Khartoum State. It is situated in south of Khartoum state and divided into two 
administrative units El nasr and El kalakla. The area is surrounded by the green 
belt in the north and agricultural land in the south, Kalakla town in the west and 
Eid Hussein town in the east. The number of population in the locality is 
1.084.244. There are four hospitals and about 75 health facilities (governmental 
and non governmental) (17). 
Internally Displaced Persons in Jebel Aulia are located in three main areas 
Ghura Salaam, Dar el Salaam and El Salaam displaced camps, about 40 
kilometres from the centre of Khartoum. 
Ghura Salaam is a planned area allocated by the Government Of Sudan GOS 
for the permanent settlement of families previously living in El Salaam camp as 
displaced persons. It lies immediately east of Dar el Salaam. The people of 
Ghura Salaam were re-located to their current area of residence 5 years ago 
because the land on which they used to live belongs to an agricultural 
company. The area has been planned to accommodate a total population of 
approximately 26.600 people.  
Dar el Salaam which was established in 1992 has 8 residential blocks each 
block accommodates approximately 2,600 families bringing the total population 
of the area to about 128,000 people. 
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EL Salaam camp is a residential area for Internally Displaced Persons (IDPs) 
and has a total population of 100,000 people. This camp was established in 
1991 and is just adjacent to Dar el Salaam. 
2.3 Study Population: 
The study population are residents of the three areas Ghura Salaam, Dar el 
Salaam and El Salaam displaced camps. The total population of the three areas 
under study is approximately 239,000 persons of the reproductive age (15-49 
years) male and females. The major tribes were found to be from the southern 
tribes Dinka, Nuer, Shilluk and some of the western tribes Fur, Nuba, Hawsa, 
Falata, Bagara. These people were displaced due to ongoing wars in south and 
west states and due to the starvation during the mid-eighties. They live in 
distressed situation without having most of the urban facilities such as water, 
electricity and sanitation.   
2.3.1. Inclusion criteria: 
o All adult population, male and females, aged of (15 – 49) years and are 
resident in the three selected areas for the last two years.  
o Accepted to participate. 
2.3.2. Exclusions criteria:  
o  Male and female aged less than 15 years or more than 49 years. 
o Adult population who have not been resident in the three selected areas 
for the last two years or newly arrived to the camps.  
o Refusals.  
2.4 Sampling: 
2.4.1 Sample frame: 
 All household in the three areas under study, Ghura Salaam, Dar el Salaam 
and El Salaam, with an adult male or female population, aged group 15 – 49 
years, who have been resident in the household for the last two years. 
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2.4.2 Sampling type: 
Stratified, Systematic random sampling was adopted. 
2.4.3 Sampling technique: 
The sampling technique was done at three levels; first by identifying each area 
of the three areas under study (Ghura Salaam, Dar el Salaam and El Salaam) 
as strata. Secondly: from each stratum a cluster or segments cluster was 
selected randomly. Thirdly: a systematic random selection was adopted to 
select the households. The first household was randomly selected, then 10 
households were counted from the first one and the eleventh was selected to 
be included in the study.  From each selected household only one adult within 
the age group15 – 49 years was chosen randomly for interviewing.  In case no 
eligible person was found in the household or the person refused to be 
interviewed, the household was replaced by the next one.  This method was 
applied throughout the three areas.  
2.4.4 Sample size: 
The sample size of the household was determined using the following formula: 
n=Z2 (pq) × deff 
            d2 
n = sample size. 
Z=the value of normal curve corresponding to the level of confidence of 95% 
which is 1.96. 
d= desired margin of error = 0.04 
p = the estimated proportion or probability of the target group = 0.5 
q = (1- p) = 0.5 
deff= design effect = 2 
n=1200 
The distribution of the sample to the three areas was proportional to the size of 
the population at the area. It was as follows:  
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Ghura Salaam=55 
Dar el Salam=643 
El Salaam=503 
2.5 Data Collection Methods: 
Quantitative and Qualitative data were collected in this study. 
2.5.1 Data collection tools: 
o Questionnaire (Appendices No.2) 
o Focus Group Discussions (FGDs)  
2.5.1.1: Questionnaire: 
  A precoded, Structured close and open ended questionnaire was used, through 
face to face interview with the target groups. The questionnaire was adapted 
from a Family Health International (FHI) standard BSS questionnaire (27).  With 
some modification according to our community and cultures.  
The questionnaire consisted of six sections with introduction about the 
interviewer and the survey, assuring confidentiality and anonymity of the 
questionnaire and seeking consent of the respondent (Appendices No.2). 
Section I: Demographic Data: 
 Gender, age, Tribe, Religion, education level, home (origin), reasons of 
migration, occupation and income sources, Marital status, age at marriage, 
number of children, number of wives/husbands. 
Section II: Sexual Behaviours and Practices:  
 Sexual activity, factors pushing for sexual activity, age at first sexual 
intercourse, number of sexual partners, homosexuality and heterosexuality and 
sexual relationships of partners. History of exposure to other mode of 
transmission (Blood transfusion, tattoo, sharing needles or IDU and alcoholic).  
Section III: Knowledge about HIV/AIDS: 
 Hearing about AIDS, knowledge about HIV and its routes of transmission, 
misconceptions about HIV transmission, symptoms associated with AIDS, 
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knowledge about HIV preventive measures, attitudes towards people living with 
HIV/AIDS (PLWHIV/AIDS).  
Section IV: Behaviours and Attitudes about HIV/AIDS, Knowledge and Use of Condoms:  
Exposure to HIV testing and results, Questions were asked concerning risk 
behaviours and the ability to change it, taking care of people living with 
HIV/AIDS (PLWHIV/AIDS). Questions were asked concerning knowledge about 
condom, heard about it, ever seen it, sources from where people can get 
condoms, ever use of condom, reasons of using condom. 
Section V: STIs Episodes and Care-Seeking Behaviour:  
Suffering an episode of STI during last year, duration of STI, care-seeking 
behaviour during an STI episode, sexual activity and condom use during STI 
episode were asked and disclosed to the partner. 
Section VI: Information and Communication Channels: 
Available mass media channels (Radio, TV), favourite times and programmes in 
Radio and TV, use of printed IEC materials, preferred communication channel 
for HIV/AIDS education ware enquired about. 
2.5.1.2: Focus group discussions: 
A preliminary interpretation of the survey data showed the need for in-depth 
probing on the context of knowledge and risky sexual behaviours. This led to 
the development of the qualitative component in this study. Three focus group 
discussions were conducted among the adult male, adult female and youth 
male and female, in each group 8-10 respondents participated, the selection 
was by convenience and the discussions lasted approximately 45 minutes and 
were recorded on a note book. The researcher moderated the discussion in 
Arabic using a six-item discussion guide.  
 2.5.2 Data collection: 
The data were collected during May – June 2006. The field work team was 
comprised of well trained data collectors from the HIV/AIDS/STIs control 
program at the Ministry of Health – Khartoum State and CHPs from ADRA to 
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facilitate and translate.  A two days training work-shop on how to select the 
households and the participants, as well as completing the questionnaire was 
carried out for the data collectors in order to ensure the validity of information, 
voluntary participation, confidentiality and securing the consent of the 
participants. 
The data collectors were 29 persons with 3 field supervisors, who carried 
regular supervisory visits and conducting daily check on questionnaires. 
2.6 Data Entry and Analysis: 
2.6.1 Data entry: 
The questionnaires were reviewed for completeness and consistency, open 
ended questions were coded. Data were double entered by two different 
people. 
2.6.2 Data analysis: 
The data were cleaned and analysed using SPSS (version 11.5) soft ware 
computer program. Descriptive statistics, cross tabulation and Pearson chi 
square to test for statistical associations was done. All statistical tests were two 
tailed and a p-value <0.05 was considered statistically significant. Data were 
presented in the forms of graphs and tables. 
 
2.7 Study Variables: 
o Age, gender, education, occupation, tribe, home of origin, cause of 
displaced.  
o Knowledge of HIV and its prevention methods. 
o Stigma and discrimination. 
o Misconceptions about HIV transmission. 
o Sexual and other risk behaviours. 
o Mean age at first sexual contact. 
o Number of sexual partners among respondents. 
o Knowledge about condom and its use.  
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o Tattooing, skin piercing and sharing of razor blades. 
o STI care-seeking behaviours. 
o Attitudes towards people living with HIV/AIDS (PLWHIV/AIDS). 
o Preferred means of disseminating HIV/AIDS awareness raising 
information. 
  
2.8 Ethical Considerations: 
Confidentiality and informed consent were ensured before any subject was 
enrolled in the study. The research proposal was submitted to the ethical review 
committee in Federal Ministry of Health and to the Research Review Committee 
in Khartoum State Ministry of Health. It was reviewed and approved in both 
committees. 
Interviewers were trained to explain to eligible subjects the purpose of the 
survey and to ensure confidentiality and privacy so as to get verbal and written 
consent from them. Names and identification marks were not written on 
respondents’ questionnaires. Interviewers were informed to respect the rights of 
those who chose not to participate in the study, and thank them for their time.    
  
2.8 Study Limitations:   
? Validity of self-reported data about sex:  
It is not possible to validate data on sexual practices by direct observation. An 
increasing number of studies comparing self-reported sexual behaviour with 
biological markers of sexual activity such as pregnancy, STIs and HIV infection 
show that at an individual level there is quite a good match between the 
reported risk behaviour and biological indicators of risk. Still, some misreporting 
of risk behaviour undoubtedly occurs, and true levels of risk may well be 
underreported, especially by women among whom extramarital sex is more 
heavily stigmatised than it is among men (27). 
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? Language Difficulties : 
Some respondents do not know Arabic language and most of them know a local 
form of Arabic called “Arabi Juba”. This language barrier problem was solved by 
ADRA’s CHPs who understand “Arabi Juba” 
? IDPs Returns to homelands:  
A considerable number of respondents who were targeted by the intervention 
programme in the area in 2005 returned to their places of origin. 
 
2.9 Plans for Utilization and Dissemination of Results: 
The findings of this study will be disseminated to the HIV/AIDS/STIs control 
program at the State level and Federal levels, Research committee at the 
Ministry of health Khartoum state, ADRA, all NGOs working with IDPs or/and 
interested in Prevention and control of HIV/AIDS/STIs in Khartoum State.  
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CHAPTER THREE 
RESULTS 
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3.0 RESULTS: 
3.1 QUANTITATIVE RESULTS: 
One thousand and two hundred IDPs participated in this study, and were 
interviewed for their knowledge, attitudes, behavior and practices towards 
HIV/AIDS/STIs. 
Table (1) Age Distribution, of the study population, Jebel Aulia 2006 
 (n=1200) 
Age in years Frequency  Percent 
15-19 188 15.7 
20-29 504 42 
30-39 343 28.6 
40-49 165 13.7 
Total 1200 100 
 
The majority of respondents (42%) belonged to the age group (20 -29) years. 
The mean age of the respondents was 28.5 years ± (8.8 SD).  
Figure (1) Gender Distribution, of the study population, Jebel Aulia 2006 
(n=1200)  
37.8%
62.2%
male female
 
The Majority (62.2%) of the participant in this study were females, while the 
males were (37.8%).  
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Figure (2) Religion Distribution, of the study population, Jebel Aulia 2006 
 (n=1200)  
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(56.9%) of the respondents were Muslims, (42.9%) were Christians and (0.3%) 
were others. 
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Table (2) Educational Level, of the study population, Jebel Aulia Camps 2006 
(n=1200) 
Educational Level Frequency Percent 
Illiterate 345 28.8 
Khalwa 60 5.0 
Primary 457 38.1 
Intermediate 74 6.2 
Secondary 224 18.6 
University 39 3.2 
Above University 1 0.1 
Total 1200 100 
 
 (28.8%) of the respondents were Illiterate, (38.1 %) of them complete Primary 
school, (18.6%) complete Secondary school and (3.2%) had a University 
education.  
Table (3) Reasons for Coming to Khartoum, of the study population, Jebel Aulia2006 
 (n = 1200) 
Reasons for Coming to Khartoum Frequency Percent 
Work 465 38.7 
Marriage 122 10.1 
Education 87 7.3 
War 411 34.2 
Draught 15 1.3 
Medical Treatment 29 2.4 
Others 71 5.9 
Total 1200 100 
(38.7%) of the respondents came to Khartoum for work, (34.2%) due to the war 
and (10.1%) to get married, the rest came to Khartoum for different reasons.  
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Figure (3) Type of Work, of the study population, Jebel Aulia 2006. 
(n=1200) 
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They are working in different types of work, and only (15.2%) of them has 
another source of income. 
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Figure (4) Marital status, of the study population, Jebel Aulia 2006. 
(n = 1200) 
91%
9%
Married
 Not Married
 
 
               (91%) were married at the time of the study.  
 
Table (4) Number of children, of the study population, Jebel Aulia 2006 
 (n =830) 
Number of children Frequency Percent 
0 59 7.1 
1-4 502 60.7 
5-9 253 30.6 
10+ 13 1.6 
Total 830 100 
 
                More than half of the respondents have from (1- 4) children and    
                 (30.6%) have from (5 - 9) children. 
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Table (5) Practicing Extra-Marital Sex, of the study population, Jebel Aulia 2006 
 (n =1200) 
Practicing Extra-
Marital Sex 
Frequency Percent 
Yes 832 69.4 
No 368 30.6 
Total 1200 100 
 
           Almost (69.4%) of the studied IDP population mention that they had  
            practice sex.  
Figure (5) Extra-Marital Sexual partners, of the study population, Jebel Aulia 2006. 
(n=1197) 
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* Three values were missing. 
Regards the sexual partners, (16.8%) have extra-marital or other regular sexual 
partners.    
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Table (6) Extra-Marital sexual partners by gender, of the study population, Jebel Aulia 2006 
 (n = 201) 
Sexual partners Frequency Percent 
Only Females 138 68.7 
Only Males 57 28.4 
Females + Males 6 3 
Total 201 100 
 
           Those who have other extra-marital sexual partners, they were identified     
            by sex to females, males and both sexes, the majority was Females                    
            (68.7%).  
Table (7) Number of sexual partners, of the study population, Jebel Aulia 2006  
 (n = 201) 
Number of Sexual 
partners 
Frequency Percent 
1 146 73.4 
2 30 15.1 
3 15 7.5 
4 5 2.5 
5 1 0.5 
8 1 0.5 
20 1 0.5 
Total 199 100 
                  * Two values were missing. 
 
There was wide range of numbers for sexual partners mentioned by the studied 
IDPs population in Jebel Aulia camps, but the majority were having one sexual 
partner (73.4%), and (35.3%) had sex during the last seven days with their 
other sexual partners. 
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Figure (6) Reasons behind practicing sex, among the study population, Jebel Aulia 2006.  
(n=201)  
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Seeking for Pleasure was the high reason behind practicing sex (72.5%) among 
the respondents. 
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Table (8) Age at first sexual practice, of the study population, Jebel Aulia 2006 
 (n = 201) 
Age at first sexual 
practice 
Frequency Percent Cumulative 
Percent 
Less than 15 66 32.8 32.8 
15 -19 99 49.3 82.1 
20 - 29 11 5.5 87.6 
30 - 39 4 2.0 89.6 
Don’t know 21 10.4 100.0 
Total 201 100  
Almost (82%) of the respondents had experienced their first sexual contact 
before the age of 20 years old, while (33%) experienced it before the age of 15 
years. 
    Table (9) History of exposure to risky practices, among the study population, Jebel Aulia 2006. 
Yes No Don't know Total History 
No % No % No % No % 
Blood transfusion 73 6.1 1110 92.5 17 1.4 1200 100 
Practicing tattoo 316 26.3 870 72.5 14 1.2 1200 100 
Sharing razors 66 20.9 164 51.9 86 27.2 316 100 
 
Among the study population (6.1%) experienced blood transfusion at least once 
in their life time and more than quarter of them (26.3%) practicing tattooing, of 
whom more than fifth (20.9%) used to share razors plate. 
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Figure (7) Drink alcohol, of the study population, Jebel Aulia 2006 
(n=217)  
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Less than half of the respondents use to drink alcoholic drinks on daily base 
(41.5%), and about (30%) once a week or sometimes. 
 
Table (10) Heard about HIV/AIDS, of the study population, Jebel Aulia 2006 
 (n = 1200) 
 
Percent Frequency Heard about HIV/AIDS 
97.5 1165 Yes 
2.5 30 No 
100 1195 Total 
                  * Five values were missing. 
    Almost all the respondents had heard about HIV/AIDS. 
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Table (11) Knowledge about HIV/AIDS transmission, misconceptions and preventive measures, 
among IDPs population who heard about HIV/AIDS, Jebel Aulia  2006 (n = 1165) 
Percent of whom  answered  
correctly 
Statement 
88.6 1. One can get HIV through sexual contact                                              
59.5 2 Good nutrition can protect a person from HIV/AIDS                                  
82 3. One can protect himself from HIV/AIDS by practicing sex with one 
faithful partner.                                             
59.8 4. One can Protect himself from HIV/AIDS by not using public latrines. 
48.6 5. One can protect himself from HIV/AIDS by using condom 
73.7 6. One can protect himself from HIV/AIDS by avoiding touching an 
AIDS patient. 
75.6 7. One can get HIV through eating with infected person                                
85.2 8. One can get HIV through sharing contaminated needles                            
54.2 9. One can get HIV from Mosquito bite                                                          
87.9 10. One can get HIV through unchecked blood transfusion                            
58.2 11. The organism causing AIDS is virus                                                         
34.8 12. Infected person have sign or symptoms that can tell about his/her 
status.  
32.1 13. Infected pregnant woman can transmitte HIV to her child.                       
 
Among the respondents who heard about HIV/AIDS, (88.6%) knew that one can 
contract HIV by having sex with infected person and (85.2%) mentioned by 
sharing contaminated needles and (87.9%) mentioned through unchecked 
blood transfusion. While (67.8%) didn't knew about mother to child transmission 
(MTC), and (45.8%) still think that mosquito bite can transmitte HIV. Also the 
table showed that more than half of the respondents (58.2%) know that the 
germ causing AIDS is a virus, (82%) of the studied IDPs were aware that 
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sticking to one sexual partner protect from contracting HIV and only (48.6%) 
believed that using condom while having sex will decrease the risk of 
contracting the virus. Almost (60%) of the studies IDPs were aware that good 
nutrition and not using public latrines does not protect from HIV/AIDS. 
 
 
Table (12) Ever tested for HIV, of the study population, Jebel Aulia 2006 
 (n = 1165) 
percent Frequency Ever Tested 
7.6 89 Yes 
92.4 1076 No 
100 1165 Total 
 
         Almost (8%) of the surveyed IDPs who heard about HIV/AIDS had been  
         tested for HIV before.  
 
 
      Table (13) HIV test result, of the study population admitted being tested, Jebel Aulia 2006 
 (n = 89) 
percent Frequency Test Result 
24.7 22 Positive 
56.2 50 Negative 
19.1 17 Don’t know 
100 89 Total 
 
         The Test result showed that almost (25%) were positive. 
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Figure (8) Reasons of Testing, of the study population, Jebel Aulia 2006. 
(n= 89) 
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     More than the (80%) of those tested before were requested to take the test. 
 
Table (14) Change in Behavior to avoid been infected, of the study population, Jebel Aulia 2006 
 (n = 201) 
 
percent Frequency Change in Behavior 
44 88 Yes 
56 112 No 
100 200 Total 
         * One value was missing. 
 
    Among the respondents who had extra-martial sexual partners, less than half   
    of the respondents (44%) started to change their behavior to avoid being  
    infected with HIV.  
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Table (15) Starting time of changing Behavior, of the study population, Jebel Aulia 2006  
(n = 88) 
percent Frequency Starting time of changing 
Behavior  
57 49 During the last 12 month 
43 37 Before that 
100 86 Total 
         * Two values were missing. 
 
      Fifty seven percent of the respondents started the change in their behavior  
       during the last 12 month. 
 
Table (16) HIV associated Stigma -1, of the study population, Jebel Aulia 2006 
 (n = 1200) 
percent Frequency HIV associated Stigma  
76.4 917 Accept to Nurse an AIDS patient  
19.4 233 Refuse to Nurse an AIDS patient 
4.2 50 Don’t know 
100 1200 Total 
 
Table (17) HIV associated Stigma -2, of the study population, Jebel Aulia 2006 
 (n = 1200) 
percent Frequency HIV associated Stigma  
19.8 238 Accept to Hide HIV status  from relative
75.4 905 Refuse to Hide HIV status from relative 
4.8 57 Don’t know 
100 1200 Total 
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Table (18) HIV associated Stigma -3, of the study population, Jebel Aulia 2006 
 (n =1200) 
percent Frequency HIV associated Stigma  
58 696 Accept to Buy food from HIV patient 
30 360 Refuse to  Buy food from HIV patient 
12 144 Don’t know 
100 1200 Total 
 
     More than three quarter of the studied IDPs population willing to Nurse an    
     AIDS patient (76.4%), and they think that infected person should disclose  
     his/her status to a relative or friends (75.4%). While only (58%) were willing  
     to buy food from HIV patient. 
Table (19) Heard about Male condom, of the study population, Jebel Aulia 2006 
 (n = 1200) 
percent Frequency Heard about Male condom 
62.9 755* Yes 
37.1 445 No 
100 1200 Total 
 
        Almost (63%) of the respondents heard about Male condom before. 
 
 
Table (20) Ever seen Male condom, of the study population, Jebel Aulia 2006 
 (n = 755 *) 
percent Frequency Ever see Male condom 
66.8 505 Yes 
33.2 250 No 
100 755  Total 
 
         Almost (67%) of those who heard about male condom have seen it. 
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Table (21) Knowing place or person who can provide Male condom, of the study population, 
Jebel Aulia 2006 
 (n = 755) 
percent Frequency Knowing source for providing  
Male condom 
32.7 246 Yes 
67.3 506 No 
100 752 Total 
        * Three values are missing 
 
     Of whom heard about male condom only (32.7%) knew place or person who    
     can provide it. 
 
 
Figure (9) Ever use of Male condom, of the study population, Jebel Aulia 2006 
(n= 505)  
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     Only (18%) of those who ever see Male condom has been using it.  
 
 
Figure (10) Reasons of using Male condom, among the study population, Jebel Aulia 2006  
  (n= 91) 
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         * Three values are missing. 
 
More than half of the respondents, who used condom mention that they use 
condom to prevent from STIs and HIV infection (58%), while (40%) use it to 
prevent pregnancy and (2%) use condom because it was requested by partner.  
 
Table (22) STIs episodes during the last 12 month, of the study population, Jebel Aulia 2006   
 (n = 1200) 
percent Frequency STIs episodes during the last 12 
month 
14.7 176 Urethral discharge  
13.9 162 Genital ulcer  
 
Almost (15%) of the studied population suffered from urethral discharge in the 
last 12 month, and (13.9%) had a genital ulcer. 
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Table (23) STI care-seeking behaviors, of the study population, Jebel Aulia 2006  
(n = 162) 
Yes No Total Action done during the STIs episodes in 
the last 12 month: 
No % No % No % 
1. you used medicine available at home 28 17.3 134 82.7 162 100 
2.you bought a drug from the pharmacy  71 44.1 90 55.9 161 100 
3. you got free medicine from the hospital or clinic  30 18.5 132 81.5 162 100 
4. you asked the advice from the health worker at the 
hospital or clinic  
116 71.6 46 28.4 162 100 
5. you bought a drug from the hospital o clinic 87 54.4 73 45.6 160 100 
6. you tell your husband/wife/sexual partner about it  103 64 58 36 161 100 
7. you did anything to avoid the transmission of the 
infection  
82 50.9 79 49.1 161 100 
 
Among the 162 persons who were suffering from genital ulcer in the last 12 
month, (72%) seek care at the hospital or clinic, and (64%) disclose to their 
sexual partner about their infection. While only (51%) took a preventive 
measures to avoid the transmission of STIs to his/her sexual partner. 
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Table (24) Preventive measures to avoid transmission of STIs during the episodes in the last 12 
month, of the study population, Jebel Aulia 2006 
 (n = 82) 
Yes No Total Preventive Measures to avoid 
transmission of STIs to your partner: 
No % No % No % 
1. you stopped sexual intercourse 29 35.4 53 64.6 82 100 
2. you used the treatment  59 72 23 28 82 100 
3. you used condom  62 75.6 20 24.4 82 100 
4. you were advised to go to doctor or health worker  60 73.2 22 26.8 82 100 
 
More than three quarter of the respondents (76%) used the male condom as 
preventive measure to avoid the transmission of STIs to their partners, (73.2%) 
have been advised to seek medical care and treatment.  
Table (25) Exposure to HIV health educational intervention, of the study population,  
Jebel Aulia 2006 
 (n =1200) 
percent Frequency Exposure to HIV health education
in 2005  
46.3 556 Yes 
53.7 644 No 
100 1200 Total 
 
Less than half of the studied IDP population in Jebel Aulia has been exposed to 
HIV health education sessions (46.3%).  
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Figure (11) Preferred educational communication channel for raising awareness toward 
HIV/AIDS, of the study population, Jebel Aulia 2006 
 (n =1200) 
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Almost (70%) of the studied IDP population prefer Public lectures as 
educational communication channel, (57.6%) mention the Radio and (57%) 
prefer T.V.   
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Table (26) Educational level BY Knowledge about sexual transmission of HIV/AIDS, of the 
study population, Jebel Aulia 2006 
 (n =1105) 
  
Knowledge about sexual transmission of 
HIV/AIDS 
Knows Don’t know 
  
Total  
 
Educational level 
No. % No. % No. % 
Illiterate 269 94.4 16 5.6 285 100 
Khalwa 54 94.7 3 5.3 57 100 
Primary 402 92.2 34 7.8 436 100 
Intermediate 66 91.7 6 8.3 72 100 
Secondary 204 94.9 11 5.1 215 100 
University 35 89.7 4 10.3 39 100 
Above University 1 100 0 0 1 100 
   
There is no statistically significant association between the educational level of 
the studied IDP population and their knowledge about sexual transmission as a 
mode of transmission for HIV/ AIDS, P value= 0.731  
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Table (27) Educational level BY Practicing Extra-marital sex, of the study population, Jebel 
Aulia 2006 
 (n =1197) 
Practicing Extra-Marital Sex 
Yes No 
  
Total  
 
Educational level 
No. % No. % No. % 
Illiterate 304 88.1 41 11.9 345 100 
Khalwa 49 81.7 11 18.3 60 100 
Primary 302 66.2 154 33.8 456 100 
Intermediate 54 73 20 27 74 100 
Secondary 104 46.8 118 53.2 222 100 
University or Above 16 38.5 24 61.5 40 100 
 
There was statistically significant association between the educational level of 
the studied IDP population and practicing sex, P value= 0.001 
 
Table (28) Practicing Extra-marital sex  BY Knowledge about sexual transmission of HIV/AIDS, 
of the study population, Jebel Aulia 2006 
 (n =1106) 
Knowledge about sexual transmission of 
HIV/AIDS 
Knows Don’t know 
 
Total 
 
Practicing Extra-
Marital Sex 
No. % No. % No. % 
Yes 707 93.4 50 6.6 757 100 
No 325 93.1 24 6.9 349 100 
 
Among the respondents who practice sex (93.4%) knows that sexual contact 
can transmit HIV/AIDS, No significant difference P value= 0.866  
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Table (29) Exposure to HIV education BY Sexual partners, of the study population, 
 Jebel Aulia 2006 
 (n =1192) 
Sexual Partners  
Yes No 
 
Total 
 
HIV health education 
in 2005 No. % No. % No. % 
Yes 115 20.8 437 79.2 552 100 
No 84 13.1 556 86.9 640 100 
 
There is a statistically significant association between the respondents whom 
were exposed to HIV health education sessions and decrease in the number of 
sexual partners (79.2%), P value = 0.001, Chi-Square test =12.662 and the 
degree of freedom = 1.    
Table (30) Exposure to HIV education BY Nursing an AIDS patient, of the study population, 
Jebel Aulia 2006  
(n =1189) 
HIV health education in 2005  
Yes No 
 
HIV associated Stigma-1 
 No. % No. % 
Accept to Nurse an AIDS patient 449 81.6 459 71.8 
Refuse to Nurse an AIDS patient 92 16.7 140 21.9 
Don’t know 9 1.6 40 6.3 
Total 550 100 639 100 
           
Comparing the proportion of those who accepted to nurse an AIDS patient 
among the population who sensitized by the HIV health education in 2005, it 
was significantly different, Chi-Square test =23.121, P value = 0.001 and the 
degree of freedom = 2.    
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Table (31) Exposure to HIV education BY Hide HIV status, of the study population, 
 Jebel Aulia 2006  (n =1190) 
HIV health education in 2005  
Yes No 
 
HIV associated Stigma-2 
 No. % No. % 
Accept to Hide HIV status  from relative 112 20.3 123 19.2 
Refuse to  Hide HIV status from relative 428 77.7 469 73.4 
Don’t know 11 2 47 7.4 
Total 551 100 639 100 
 
Comparing the proportion of those who refused to hide HIV status from relative 
or friends among the population who sensitized by the HIV health education in 
2005, there was a significant different, Chi-Square test = 18.326, P value = 
0.001 and the degree of freedom = 2.    
Table (32) Exposure to HIV education BY Buying food from HIV patient, of the study 
population, Jebel Aulia 2006 (n =1161) 
HIV health education in 2005  
Yes No 
 
HIV associated Stigma-3 
 No. % No. % 
Accept to Buy food from HIV patient 345 62.8 331 54.1 
Refuse to  Buy food from HIV patient 173 31.5 169 27.6 
Don’t know 31 5.6 112 18.3 
Total 549 100 612 100 
 
There is a statistically significant  when we compare the proportion of those who 
accepted to buy food from HIV infected person among the population who 
sensitized by the HIV health education in 2005, Chi-Square test = 42.926, P 
value = 0.001 and the degree of freedom = 2.    
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Table (33) Education level BY Using condom, of the study population, Jebel Aulia 2006  
(n =502) 
Using condom  
Yes No 
  
Total  
 
Educational level 
No. % No. % No. % 
Illiterate 13 14.8 75 85.2 88 100 
Khalwa 0 0 16 100 16 100 
Primary 38 20.2 150 79.8 188 100 
Intermediate 8 20 32 80 40 100 
Secondary 25 17.6 117 82.4 142 100 
University or Above 6 22.2 22 77.8 28 100 
 
There is no statistically significant difference between the educational level of 
the studied IDP population and using of condom, P value= 0.489  
 
 
Table (34) Practicing Extra-marital sex  BY Using condom, of the study population, Jebel Aulia 
2006  
(n =501) 
Using condom  
Yes No 
 
Total 
 
Practicing Extra-
Marital Sex  No. % No. % No. % 
Yes 44 14.3 264 85.7 308 100 
No 46 23.8 147 76.2 193 100 
 
There is a statistically significant association between the respondents whom 
practice sex and use condom, P value = 0.007  
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Table (35) Exposure to HIV education BY Knowledge about blood as mode of transmission for 
HIV/AIDS, of the study population, Jebel Aulia 2006  
(n =1092) 
 
Knowledge about blood as mode of 
transmission of HIV/AIDS 
Knows Don’t know 
 
Total 
 
 
HIV health education 
in 2005  No. % No. % No. % 
Yes 505 93.3 36 6.7 541 100 
No 517 93.8 34 6.2 551 100 
 
There was no statistically significant association between the respondents 
whom exposed to HIV health education sessions and their knowledge about 
blood as mode of transmission, P value = 0.805 
 
Table (36) Exposure to HIV education BY Knowledge about sexual transmission of HIV/AIDS, 
of the study population, Jebel Aulia 2006 
 (n =1103) 
 
Knowledge about sexual transmission of 
HIV/AIDS 
Knows Don’t know 
 
Total 
 
 
HIV health education 
in 2005  No. % No. % No. % 
Yes 504 93.2 37 6.8 541 100 
No 525 93.4 37 6.6 562 100 
 
There was no statistically significant association between the respondents 
whom exposed to HIV health education sessions and their knowledge about 
sexual transmission of HIV/AIDS, P value = 0.905 
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Table (37) Exposure to HIV education BY Using condom, of the study population, 
 Jebel Aulia 2006 
 (n =501) 
Using condom 
Yes No 
 
Total 
 
HIV health education 
in 2005  No. % No. % No. % 
Yes 68 21.1 254 78.9 322 100 
No 22 12.3 157 87.7 179 100 
 
There is a significant association between the respondents whom had HIV 
health education sessions and their practice by using condom, P value = 0.015 
 
 
Table (38) Exposure to HIV education BY misconception about mosquito bites as mode of 
transmission for HIV/AIDS, of the study population, Jebel Aulia 2006 
 (n =1026) 
Knowledge about mosquito bites as mode 
of transmission of HIV/AIDS 
Can Transmit Can’t Transmit  
 
Total 
 
HIV health education 
in 2005  
No. % No. % No. % 
Yes 179 35.2 329 64.8 508 100 
No 218 42.1 300 57.9 518 100 
 
There is a significant association between the respondents whom had HIV 
health education sessions and their misconception about mosquito bites as 
mode of transmission for HIV/AIDS, P value = 0.025 
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Table (39) Exposure to HIV education BY Chang in behavior, of the study population, 
 Jebel Aulia 2006 
 (n =199) 
Change in behavior  
Yes No 
 
Total 
 
HIV health education  
in 2005 No. % No. % No. % 
Yes 62 53.9 53 46.1 115 100 
No 26 31 58 69 84 100 
 
There is a significant association between the respondents whom exposed to 
HIV health education sessions and started to change their Behavior to avoid 
being infected with HIV, P value = 0.001, Chi-Square test = 10.375 and the 
degree of freedom = 1.    
 
Table (40) Knowledge about sharing instrument as mode of transmission for HIV/AIDS BY 
Practicing tattoo, of the study population, Jebel Aulia 2006  
(n =1100) 
Practicing tattoo 
Yes No 
Knowledge about sharing 
instrument as mode of 
transmission for HIV/AIDS 
No. % No. % 
Knows 261 89.4 722 89.4 
Don’t know 31 10.6 86 10.6 
Total  292 100 808 100 
            
There was no statistically significant association between those who practice 
tattooing and their knowledge about sharing instrument as mode of 
transmission, P value = 1.000 
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Table (41) Urethral discharge during the last 12 month BY Practicing sex, of the study 
population, Jebel Aulia 2006 
 (n =1197) 
Practicing sex 
Yes No 
 
Total 
 
Urethral 
discharge No. % No. % No. % 
Yes 151 85.8 25 14.2 176 100 
No 678 66.4 343 33.6 1021 100 
    
There is a significant association between the respondents whom suffered from 
urethral discharge during the last 12 month and practicing sex, P value = 0.001  
 
 
Table (42) Urethral discharge during the last 12 month BY Using condom, of the study 
population, Jebel Aulia 2006 
 (n =502) 
Using condom 
Yes No 
 
Total 
 
Urethral discharge 
No. % No. % No. % 
Yes 15 20 60 80 75 100 
No 75 17.6 352 82.4 427 100 
    
There was no statistically significant association between the respondents 
suffering from urethral discharge during the last 12 month and using condom, 
 P value = 0.625 
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Table (43) Knowledge about sexual transmission of HIV/AIDS BY Prevention through keeping 
one sexual partner, of the study population, Jebel Aulia 2006 
 (n =1067) 
Keeping one sexual partner 
Yes No 
 
Total 
 
Knowledge about 
sexual transmission 
of HIV/AIDS No. % No. % No. % 
Yes 888 89.2 108 10.8 996 100 
No 56 78.9 15 21.1 71 100 
   
There is a significant association between the respondents whom knows about 
the sexual transmission of HIV/AIDS and keeping one sexual partner as 
preventive measure, P value = 0.019  
 
 
Table (44) Knowledge about sexual transmission of HIV/AIDS BY Using condom, of the study 
population, Jebel Aulia 2006  
(n =500) 
Using condom 
Yes No 
 
Total 
 
Knowledge about 
sexual transmission 
of HIV/AIDS No. % No. % No. % 
Yes 83 17.6 388 82.4 471 100 
No 7 24.1 22 75.9 29 100 
 
There was no statistically significant association between the respondents 
whom knows about the sexual transmission of HIV/AIDS and using condom as 
preventive measure, P value = 0.453  
 
 
 
 
 
 
 70
3.2 COMPARING 2004 RESULTS WITH 2006 RESULTS: 
3.2.1 General Characteristic: 
Table (45) Age distribution in Years, among the two groups studied in 2004 & 2006,  
Jebel Aulia  
Age in years 2004 
(n1= 1200) 
2006 
(n2= 1200) 
15-19 18.2% 15.7% 
20-29 42.3% 41.8% 
30-39 35.3% 28.7% 
40-49 4.3% 13.8% 
 
 
Figure (12) Gender distribution, among the two groups studied in 2004 & 2006, 
Jebel Aulia ( n1= 1200, n2= 1200) 
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Figure (13) Educational level, among the two groups studied in 2004 & 2006,  
Jebel Aulia ( n1= 1200, n2= 1200) 
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Figure (14) Reasons for coming to Khartoum, among the two groups studied in 2004 
& 2006, Jebel Aulia ( n1= 1200, n2= 1200)  
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Figure (15) Type of work, among the two groups studied in 2004 & 2006, 
Jebel Aulia ( n1= 1200, n2= 1200) 
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3.2.2 Knowledge about Mode of Transmission for HIV/AIDS: 
Figure (16) Knowledge about mode of transmission, among the two groups studied in  
2004 & 2006, Jebel Aulia   
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3.2.3 Knowledge about the Causative Organism for AIDS: 
Figure (17) Knowledge about the causative organism for HIV/AIDS, among the two 
groups studied in 2004 & 2006, Jebel Aulia 
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3.2.4 Misconception about Mode of Transmission for HIV/AIDS:  
Figure (18) Misconception believes about mode of transmission for HIV/AIDS, among 
the two groups studied in 2004 & 2006, Jebel Aulia  
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3.2.5 Knowledge about Preventive Measures Against the Transmission of 
HIV/AIDS:  
Figure (19) Prevention measures to avoid HIV transmission, among the two groups 
studied in 2004 & 2006, Jebel Aulia 
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3.2.6 Attitude Toward People Living With HIV/AIDS and HIV Associated Stigma: 
Table (46) Nursing an AIDS patient, among the two groups studied in 2004 & 2006,  
Jebel Aulia  
2006 2004 
% No % No 
 
HIV associated Stigma-1  
76.4 917 74.7 865 Accept to Nurse an AIDS patient  
19.4 233 20.6 239 Refuse to Nurse an AIDS patient 
4.2 50 4.7 54 Don’t know 
100 1200 100 1158 Total 
 
Table (47) Hide HIV status from relatives or friends, among the two groups studied in 
 2004 & 2006, Jebel Aulia 
2006 2004 
% No % No 
 
HIV associated Stigma-2  
19.8 238 16.3 189 Accept to Hide HIV status  from relative 
75.4 905 76.7 889 Refuse to Hide HIV status from relative 
4.8 57 0.7 81 Don’t know 
100 1200 100 1159 Total 
 
Table (48) Buying food from HIV positive patient, among the two groups studied 
 in 2004 & 2006,  Jebel Aulia 
2006 2004 
% No % No 
 
HIV associated Stigma-3 
58  696  49.6 546 Accept to buy food from HIV patient 
30 360 30.2 332 Refuse to  buy food from HIV patient 
12 144 20.2 222 Don’t know 
100 1200 100 1100 Total 
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3.2.7 Heard about AIDS: 
Figure (20) Heard about AIDS, among the two groups studied in 2004 & 2006, 
 Jebel Aulia ( n1= 1190, n2= 1195) 
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3.2.8 Practicing Extra-Marital Sex: 
Figure (21) Practicing Extra-marital Sex, among the two groups studied in 2004 & 2006,  
Jebel Aulia ( n1= 1200, n2= 1200) 
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3.2.9 Sexual Partners: 
Figure (22) Other sexual partners, among the two groups studied in 
 2004 & 2006, Jebel Aulia ( n1= 1200, n2= 1197) 
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3.2.10 Risky Practices:  
Figure (23) Risk practices, among the two groups studied in 2004 & 2006, 
 Jebel Aulia  
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3.2.11 Male Condom: 
Figure (24) Heard or saw male condom, among the two groups studied in 2004 & 2006,  
Jebel Aulia ( n1= 1200, n2= 1200) 
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3.2.12 Use of Male condom: 
Figure (25) Use of condom, among the two groups studied in 2004 & 2006,  
Jebel Aulia ( n1= 731, n2= 752) 
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3.2.13 Reasons of Using Male Condom: 
Figure (26) Reasons of using condom, among the two groups studied in 2004 & 2006,  
Jebel Aulia ( n1= 731, n2= 752)  
4%
58%
3.6%
40%
1.3%2%
0%
10%
20%
30%
40%
50%
60%
Pe
rc
en
t
 Prevent STIs &
HIV infection
Prevent
Pregnancy 
Requested by
partner
2004
2006
 
3.2.14 STIs Episodes During The Last 12 Months: 
Figure (27) Urethral Discharge & genital ulcer during the last 12 month,  
among the two groups studied in 2004 & 2006, Jebel Aulia 
 ( n1= 1200, n2= 1200) 
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3.2.15 STIs Care-Seeking Behaviors: 
Table (49) STIs care-seeking behavior during STIs episodes in the last 12month, 
 among the two groups studied in 2004 & 2006, Jebel Aulia  
 
2006 2004 
% No % No 
Action done during the STIs episodes in 
the last 12 month 
17.3 28 3 36 1. you used medicine available at home 
44.1 71 8.3 99 2.you bought a drug from the pharmacy  
18.5 30 4.5 54 3. you got free medicine from the hospital or clinic  
71.6 116 13.4 160 4. you asked the advice from the health worker at 
the hospital or clinic  
54.4 87 10.1 120 5. you bought a drug from the hospital o clinic 
64 103 14.3 169 6. you tell your husband/wife/sexual partner about it 
50.9 82 12 143 7. you did anything to avoid the transmission of the 
infection  
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3.2.16 Prevention Measures to Avoid STIs Transmission: 
Figure (28) Prevention measures in STIs episodes, among the two groups studied in 2004 & 
2006, Jebel Aulia 
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3.2.17 Preferred Educational Communicational Channel for Raising Awareness   
 Toward HIV/AIDS.  
Figure (29) Preferred raising awareness channels, among the two groups studied in 
 2004 & 2006, Jebel Aulia ( n1= 1200, n2= 1200) 
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3.3 QUALITATIVE RESULTS:  
Focus Group Discussion Result: see Appendices (1) page 105 
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4.0 DISCUSSION:  
The survey covered the three camps (Ghura Salaam, Dar el Salaam and El 
Salaam) displaced camps at Jebel Aulia locality-Khartoum State 2006. The 
participants were 1200 IDPs from different age groups, the majority were from 
the sexually active group, compared to 2004 most of the respondents were from 
the same age groups. Females were predominant in both surveys 2004 and 
2006, they also represent (55.8%) of the respondents in the national behavioral 
survey in 2002 (8).  
The majority of the studied population came from the south part of Sudan and 
less from the west and eastern part, with few northern tribes. More than half of 
the participants were Muslims, with low educational level, although the number 
of illiteracy respondents decreased in 2006 (Figure 13) due to establishment of 
elderly educational classes by some of the NGOs who are working in the area. 
In general there is an improvement in the educational level of the IDPs 
compared with the national behavioral survey in 2002. 
 However employment and war represent the main two reasons for coming to 
Khartoum. Although it appears that there is an increase in the number of 
respondents who don’t have jobs, and the rest are working in minor jobs with 
low income and the majority of them don’t have any other sources of income. 
There is a large number of house wife’s that can be explained due to the high 
participation of the female, and this was also found in the study conducted in 
Central America and Mexico (30) and in Democratic Republic of Congo DRC 
(22).  
The results showed that numbers of married couples, at the time of the study, 
increased over time, with average of 1 to 4 children, this can be related to 
increase in the number of polygamous in the studied population. This is 
inconsistent with the data from the literature (Burundi, DRC and Colombia) are 
predominate Christine, which don’t allow polygamous (6, 22, 34). 
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4.1 Knowledge about HIV/AIDS:  
The majority of the respondents heard about AIDS, which is higher than the 
baseline survey in 2004 and the behavioral survey in 2002 (8).  
The same high percent was found in Tanzania (36) and low percent of 
respondents who heard about AIDS were found in Somalia (6). 
 However there is still insufficient knowledge about HIV/AIDS among the IDPs 
population in Jebel Aulia regarding the HIV transmission, misconceptions and 
wrong beliefs, general information and prevention measures.      
4.1.1 Knowledge about mode of transmission : 
The proportion of respondents who identified sexual contact, sharing 
contaminated needles or razors and unchecked blood transfusion as mode of 
transmission for HIV were high compared to the baseline of 2004 and it was 
almost two and half time compared to 2002 .  
The finding is almost consistent with the findings in Central America and Mexico 
(30) where the knowledge about mode of transmission was high. Also in 
Tanzania (37), Somalia (6) and Burundi the result was high except that in 
Burundi few respondents mention unchecked blood as a mode of transmission 
(32). In Colombia and Ethiopia few numbers of IDPs knew about mode of 
transmission (6, 39). 
 There is still a wide gap in the knowledge about mother to child transmission 
since only (32.1%) identified it as mode of transmission, similar to the reported 
results from  Burundi, DRC and Mexico (6, 22, 30).  
Testing for significant association between the increase in the knowledge of the 
studied population  about sexual contact and unchecked blood transfusion as a 
mode of transmission for HIV/AIDS, after attending the intervention HIV health 
education sessions showed no significant association.  
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4.1.2 Misconceptions and wrong beliefs: 
Mosquito bites and use of public latrines as a mode of transmission for 
HIV/AIDS were the major misconceptions among the surveyed population. 
Although there was significant association (P<0.05) between the knowledge of 
those who attended HIV health education sessions and the fact that mosquito 
bites don’t transmit HIV, this was not apparent in focus group discussions. The 
following statements reflect the misconception “I think mosquito can transmit malaria 
by taking blood from me to other person, so it can do the same and transmit AIDS”  “we 
have a lot of mosquito here and a lot of sick people so maybe it’s transmitting the disease”. 
The majority of the study population (65.2%) believed that infected HIV persons 
can’t look healthy and must have symptoms and signs, “No I can’t belief that a 
person with HIV look fine!! Just like me” “No he must complain from things”. This result is 
inconsistent with the result from Ethiopia where (68%) think that infected 
persons can look healthy (39).   
There was less wrong belief toward sharing meals or eating with AIDS patient, 
as mode of transmission for HIV among study population (Figure 18), this result 
is inconsistent with the data found in the literature, more false beliefs were 
found in Burundi and Somalia (6, 8, 32).  
More than half of the respondents identified virus as causative organism for 
AIDS, but the results of the national and the baseline survey, only a quarter of 
the respondents could identify the virus correctly (7, 8).  
However it seems that misconceptions and wrong beliefs were not addressed 
well in the HIV health education sessions. 
4.1.3 Preventive measures: 
Two main preventive measures were identified by the studied IDP population, 
the use of condom (48.6%), and practicing sex with one partner (82%). The 
results reflect an increase when compared to the result from the baseline 
survey which reported (42%) and (72.4%) respectively (7).  
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The findings regarding use of condom is consistent with the data reported from 
Central America and Mexico, Tanzania, Burundi and Colombia (6, 30, 36).  
 In Ethiopia fewer respondents identified the use of condom as a preventive 
measure (39), and never mentioned by the Somalian respondents (6).  
Practicing sex with one partner was not mentioned in the reviewed data, while 
the two particular studies, in Burundi and Tanzania, stated abstains as the main 
preventive measure (6, 36).   
Due to the high proportion of respondents (82%) who identified practicing sex 
with one partner as a preventive measure, we tested for the association 
between this preventive measure and their knowledge about sexual 
transmission of HIV, and the result showed a significant association (P<0.05).    
4.1.2 Testing for HIV: 
Only (8%) of the studied population had been tested for HIV before, of where 
one-fifth were volunteers. The test results showed that quarter of them were 
positive, while in 2004 (5.6%) did the HIV test, although almost all of them were 
requested and the test results showed that only (2%) were positive, while only 
(1%) were reported as positive in 2002 (8).  
There was a rise in the acceptance of doing the HIV test among the IDP 
population, and willing to do it voluntary, which consistent with the finding in 
Democratic Republic of Congo, Burundi and Colombia (6, 32, 34). 
 More supportive information about Voluntary Counseling and Testing (VCT) 
services should be provided during the awareness programs, with emphasis  on 
the importance of VCT and encouragement of the population to go for voluntary 
testing.  
However the great numbers of positive results reflect an increase in the 
detection of cases among this population and it is consistent with the theory that 
HIV prevalence increases in folds. It also rings a warning bell of hidden 
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epidemic and urgent tension that need properly structured epidemiological 
surveys to be conducted among this population. (5, 20, 21, 29). 
 
4.2 Behaviors Toward HIV/AIDS: 
4.2.1 Sexual behaviors and practice:  
Almost (70%) of the studied population had practiced sex before and at the time 
of the survey, and the reported age at first sexual practice was between (15-19) 
years. Thirty three percent of the respondents experienced sex before the age 
of 15 years, which is similar to the reports from Burundi and Ethiopia (6, 39). 
Less than fifth of the respondents mentioned that they had other sexual 
partners. Pleasure was quoted as the main reason behind practicing sex in the 
studied population. A similar finding was found in the national behavioral survey 
and the baseline survey (7, 8), as well as in the studies from Mexico, Burundi, 
Ethiopia and Tanzania (6, 30, 32, 36, 39).  
The study identified 6 homosexual participants; MSM was also reported in the 
studies from Central America and Mexico (30).  
There was a significant increase association between the educational level of 
the respondents and their sexual practice (P<0.05), illiterate participants were 
more likely to practice sex than secondary or university educated participants.  
The results reflected a change in the sexual practice among the respondents 
who had many sexual partners, which resulted in an increase in the number of 
respondents who had one sexual partner to (83.2%) as compared to (72%) 
reported in 2004. Testing for significant association between the respondents 
who had one sexual partner after their exposed to an intervention HIV health 
education sessions was significant (P<0.05).  
4.2.2 Risky practices: 
The studied IDP population showed risk practices, but there was a decrease in 
practicing tattoo, while there was an increase in sharing razors. The significant 
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association between their knowledge about sharing instruments as mode of 
transmission for HIV and practicing tattoo or sharing razors was found to be not 
significant (P>0.05), there was no difference in the history of blood transfusion 
between the baseline survey in 2004 and the result of this study, while the 
literature reported history of unscreened blood transfusion in Democratic 
Republic of Congo (6, 22). 
 No information about sharing needles or IDU among the studied population, 
while less than half of the respondents used to drink alcoholic drinks on daily 
basis and the rest of the respondents mentioned drinking alcohol once a week 
or sometime, comparing to those interviewed in Central America and Mexico 
who reported heavy alcoholic drinking (30). 
4.2.3 Change in behavior:  
The study results reflect that less than half of the studied population started to 
change their behavior to avoid being infected with HIV, and more than half of 
them mentioned that they started this change during the last 12month, while the 
rest mentioned it was before that. This would explain the significant association 
between the respondents who were exposed to an intervention HIV health 
education sessions and those who started to change their behavior (P<0.05).   
4.3 Attitudes Towards People Living With HIV/AIDS: 
Levels of stigma and discrimination against people living with HIV/AIDS are 
mostly lower than those reported in the baseline survey of 2004, which reflected 
positive attitude towards people living with HIV/AIDS. More than three quarter of 
the studied IDP population mentioned that they would accept to nurse an AIDS 
patient, and would not hide the HIV status from relatives or friends, while more 
than half of the surveyed population mentioned that they would accept to buy 
food from HIV/AIDS patients. These findings are different from the data from 
Central America and Mexico where were more likely to have negative attitude 
(30). 
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 A worried attitude towards people living with HIV/AIDS was also found in 
Burundi (6), while high discrimination was reported from Colombia (34) and 
Somalia (6).   
The respondents who were exposed to an intervention HIV health education 
sessions were more likely to have positive attitude towards people living with 
HIV/AIDS and the association was found to be significant (P<0.05). 
 
4.4 Knowledge About Condom and Condom Use: 
In general more than half of the studied IDP population had heard about male 
condom, but actually around (67%) had seen it in the clinic or were provided 
with them by the health workers or with their sexual partners or friends and 
peers as mentioned during the focus group discussions. There was an increase 
in the respondents who heard and had seen male condom compared to the 
baseline survey in 2004 (7), similar results were found in Tanzania (23, 36, 37).  
High results were found in Burundi (32), while less result was reported from 
Ethiopia and Colombia (6, 39).  
The actual use of condoms among respondents in Jebel Aulia was only (18%) 
this result goes with the data that have been reviewed in the literature from 
DRC, Burundi, and Tanzania (8, 7, 22, 32, 36), while low use of condom were 
found in Colombia and Ethiopia (6, 39), and in study from Somalia condom use 
were not mentioned at all (6).  
More than half of the surveyed population who used condom mentioned that the  
reasons was to prevent STIs and HIV infection, others mentioned to prevent 
pregnancy and few was request by the partner (Figure 10), similar finding were 
at two studies in DRC and Tanzania (22,36). 
It's clear that respondents knowledge about condom improved, although the 
use of condom is very low, more reasons for the low usage of condom 
appeared during the focus group discussion with the IDPs studied population, 
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one of the participants said that " I will never use condom, it contain harmful chemicals" 
but the majority of the participants mentioned that the common reasons for not 
using condom that “it reduce the sensation and the pleasure “ “ it has high tendency to 
rupture” , Others attributed to the” quality of the condoms distributed”, others refused 
to use condom for religion reasons “ it is not accepted by the church, even the Muslim 
imam didn’t agree on it”. The same religious debate was reported in Mexico and 
Ethiopia (30, 39), while low use of condom due to wrong belief appear in 
Tanzania (37).  
The educational level of the respondents doesn’t contribute to their using of 
condom (P>0.05), but when associating it with the respondents who had 
intervention HIV health education sessions and their use of condom it’s 
significant (P<0.05).  
For most of the surveyed IDP population, the information about condom were 
obtained from friends or partners which gives a clue that peer education can be 
effective to initiate shifts in personal beliefs and practices that lead to more 
protective behaviors, this was consistent with the data in the literature (26, 33, 
40). 
 The results showed that a special tension to the role of the religious leader 
should take in place, also reflect the neglection of the media on addressing the 
issue of using condom as preventive measure.    
4.5 STIs Care-Seeking Behaviors: 
The prevalence of urethral discharge during the last 12 month among the IDPs 
studied population in Jebel Aulia was decreased to (15%), with more cases of 
genital ulcers, this results are inconsistent with the finding in the literature, it 
showed more cases of STIs in Ethiopia, Mexico and Tanzania (23, 30, 36, 39), 
also comparing to 2004 more cases were reported.  
 There are improvement in STIs care-seeking behaviors , almost half or more of 
the respondents showed positive behavior by asking for medical advice during 
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the episodes, and buying described drugs from the hospital, disclose to wife or 
sexual partner about the infection and taking some measures to avoid 
transmission of infection to the partner, similar finding were found in Tanzania 
(36, 37), while still some respondents prefer to take available medicine at home 
or buying any drugs from the pharmacy. 
 Regard the prevention measures that will be taken during the STIs episodes to 
avoid transmission to sexual partners, more than three quarter of the 
respondents mentioned using condom, this finding is consistent with the finding 
in the literature from Tanzania (36, 37), while part of the respondent think they 
should stop sexual intercourse, the last finding was inconsistent with the data 
from Ethiopia (39).  
Generally there is improvement in the STIs care-seeking behaviors, although 
the use of condom is still weak (P>0.05). 
4.6 Information and Communication Channels :  
The most preferred communication channels mentioned by studied IDPs were 
Public lectures, Radio, TV and printed materials, similar finding were found in 
the data reviewed from Burundi, DRC, Colombia and Tanzania   (6, 7, 8, 22, 
37), also religious sermons was reported as most effective means of raising HIV 
awareness in Burundi, school education was also reported from Colombia.  
During the focus group discussion, majority of participants reported access to 
both radio and TV, or at least radio.  
HIV health education sessions were conducted as part of the intervention for 
raising awareness towards HIV/AIDS, less than half of the surveyed IDPs 
populations were exposed to these sessions, during the focus group discussion, 
the common cause of not attending those health sessions were the time of the 
sessions “time was not suitable for me, I work at that time” some of the participants 
mentioned the language, others are afraid to attend those session “those lectures 
are for sick people” “if I attend people will think that I am HIV positive”. However health 
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sessions are still preferable because of the interaction between the participants 
and the health educators, also a lot of information can be discussed and 
explained, but it should be conducted in different times around the day and 
different days around the week, with easy and understandable language and 
make translation or use of local language, although there are different tribes 
with different languages in the camps, which will be difficult to choose one 
language, however it should be according to the audience.  
IDPs population should be encouraged to attend the health sessions by the 
health educators and the trained CHPs who work in the area, they should 
explain the advantage and the purpose of these sessions working together to 
break the stigma around them.       
Although less than half of the respondents attend the HIV health education 
sessions, but significant association and change were identified among the 
studied IDP population, limited number of sexual partners or keeping one 
sexual partner, decrease in stigma and positive attitude toward People Living 
With HIV/AIDS, use of condom, clarify the misconceptions and wrong beliefs 
about transmission of HIV and change in behavior.      
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5.0 CONCLUSION:  
? The study results found to be highly significant in the level of knowledge 
about HIV/AIDS among the adult IDP population in the age between 15-49 
years at Jebel Aulia locality in Khartoum State, after intervention program 
to raise the awareness toward HIV/AIDS/STIs. Compared with the baseline 
survey in 2004, there were still gaps in the knowledge about mother to child 
transmission as a mode of transmission for HIV. Sexual intercourse was 
the commonest HIV mode of transmission identified by IDPs population, 
followed by unchecked blood transfusion and sharing needle or razors. 
More than half of the surveyed population, correctly identified virus as a 
causative organism for AIDS. Misconceptions about HIV transmission was 
still there, one third of the respondents mentioned mosquito bites as mode 
of transmission, and less mentioned that using public latrines can transmit 
HIV. Only (34.8%) of the respondents managed correctly to identify that 
HIV infected person may look healthy. knowledge about HIV/AIDS 
preventive measures; faithfulness was highly significant (P<0.05), while it 
was weak regard condom use.  
? VCT use was very low, only one fifth of the respondents had voluntary test 
for HIV. 
? At the time of the survey, more than two-thirds of the respondents were 
sexually active; the median age at first sexual intercourse was 17 years. 
Pleasure was the main reason behind practicing sex in the studied 
population, and (17%) of the respondents have extra-marital or other 
regular sexual partners.  
? A considerable number of respondents, almost fifth, shared razors with 
others, and more than quarter of the respondents practice tattooing. 
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? Highly Significant association between the intervention and changing in 
behavior, during the intervention program less than half of the respondents 
started change in their behaviors to avoid being infected with HIV.  
? Levels of stigma and discrimination against People Living with HIV/AIDS 
were significant; positive attitude towards people living with HIV/AIDS was 
highly significant with the intervention.  
? Condom use was very low among respondents; less than one-fifth of the 
respondents ever used condoms.  
? The estimated prevalence of urethral discharge among respondents during 
the last 12 months was low (15%). 
? Positive STIs care-seeking behaviors were identified, with good prevention 
measures to avoid transmission during the STIs episodes. 
? The most common preferred communication channels for HIV interventions 
and raising awareness were public lectures, Radio, TV and printed 
materials. 
? The post intervention assessment reflect a significant change in the 
knowledge, attitude, behavior and practice toward HIV/AIDS/STIs among 
the studied  IDP population in Jebel Aulia camps, which can be indicated 
as the short or intermediate intervention program outcome. 
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6.0 RECOMMENDATIONS: 
 
? To fill the gaps that were identified through the post intervention 
assessment, HIV/AIDS/STIs Control Program at national and state level in 
collaboration with other partners should use the preferable Information 
Education Communication materials or channels (especially Radio and 
public lectures) and gather efforts to strengthen the Behavioral Change 
Communication interventions among this population and other similar 
population at risk.  
? Involvement and commitment of religious leaders (Muslim and Christian) 
in HIV/AIDS/STIs campaign among the IDPs population at Jebel Aulia, for 
safe behavioral practices including abstinence, avoiding extra marital sex 
and keep one faithful partner, and condom use. 
? A pilot project of peer education in the IDP camps in Jebel Aulia, run by 
HIV/AIDS Control Program in collaboration with the NGOs working in the 
area, since friends and peers have considerable role in addressing 
sensitive issues like condom use, reduce sexual practices and raising 
awareness toward HIV/AIDS. 
?  Establishment of accessable Voluntary Counseling and Testing centers 
in the area and improve the use of the existing. 
? Make use of the trained CHPs in the area and connecting their activities 
with the nearest Voluntary Counseling and Testing centers, which can 
help in maintaining high level of awareness in HIV/AIDS, reduce risky 
behaviors and advocate for Voluntary Counseling and Testing services. 
? Design of special radio programs with simple HIV/AIDS messages, using 
simple Arabic and/or local languages to address the important issues 
about HIV/AIDS, as Mass media were found to have good role in raising 
public awareness. 
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? Training of health workers on Sexual Transmitted Infections manual, by 
using the syndromic approach management in the near by clinics or 
health facilities, and consistent supply of STIs treatment. 
? Encouragement of positive STIs care-seeking behaviors, through the 
health workers in the facilities, CHPs and peer educators. 
?  A condom advocacy strategy should be adopted by HIV/AIDS Control 
Program at the national level and the state level, as one of the effective 
prevention measures against the HIV/AIDS pandemic.   
? Regular epidemiological and behavioral surveys should be conducted in 
high risk groups to monitor the trends of the epidemic and to develop new 
strategy that combat HIV/AIDS. 
?   Safe behavior is a process that cannot be achieved during a specific 
period of time but it is a continuous activity and it is not only concerned 
with sexual behavior. Therefore a continuous behavioral intervention 
programs need to be established in the area, according to the population 
needs and based on the previous surveys result, with regular monitoring 
and evaluation measures to fulfill the long term or the impact of the 
intervention program.  
? Risk assessments and surveillance of HIV in conflict settings, should be 
          rationally planned and implemented as a basis for intervention planning    
          and program evaluation during the early phases of conflicts. 
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APPENDICES 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
APPENDICES (1) 
 
QUALITATIVE RESULTS:  
Three Focus Group Discussions were conducted among the adult male, adult 
female and youth male and female, in each group 8-10 respondents 
participated, the selection was by convenience and the discussions lasted 
approximately 45 minutes and was in Arabic using a six-item discussion guide:  
1. Knowledge about HIV/AIDS, this include discussion about : 
? Mode of transmission :  
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Majority of the respondents who participate in the FGD heard about 
HIV/AIDS, and most of them identified sexual contact as first or 
common mode of transmission.  Sharing contaminated needles or 
razors and unchecked blood transfusion come next, as mode of 
transmission for HIV. Very few participant identified mother to child as 
mode of transmission.” No it can’t go from mama to baby!!” “Yes I heard about 
this way but I don’t think it go from mother to baby?” “I didn’t hear about that 
before!!” 
? Misconceptions and wrong beliefs: 
 Two-third of the participant who attend the FGD had misconceptions 
about mode of transmission, but the majority think that Mosquito bites 
can transmit HIV “I think mosquito can transmit malaria by taking blood from me 
to other person, so it can do the same and transmit AIDS”  “we have a lot of 
mosquito here and a lot of sick people so maybe it’s transmitting the disease”.  
There was less wrong belief toward sharing meals or eating with AIDS 
patient, as mode of transmission for HIV “If you eating with infected person 
you don’t get the disease”  “No no AIDS don’t come in this way!!” 
? Symptom and sign associated with infected person : 
More than half of the attendants believed that infected HIV persons 
can’t look healthy and must have symptoms and signs 
“No I can’t belief that a person with HIV looks fine!! Just like me” “No he must 
complain from things”. 
? Preventive measures : 
The two main preventive measures identified by the participant in the 
FGD were; use of condom and practicing sex with one partner, 
although the concept of use condom in general was low.  
 
2. Attitudes towards people living with HIV/AIDS, which include 
discussion about acceptance or refused to: 
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? Hide HIV status from relative or friends & Nurse an AIDS patient: 
More than three quarter of the participant mentioned that they would not 
hide the HIV status from relatives or friends and would accept to nurse an 
AIDS patient “Disease is from GOD why I should hide?” “I must tell my wife and my 
friend, so they can help me” “If my husband had AIDS, of course I will nurse him!!” 
“We take care of any sick patient even AIDS patient”. 
? Buy food from HIV patient:  
More than half of the participant who attend the FGD mentioned that they 
would accept to buy food from HIV/AIDS patients “Why not!! You can’t get HIV 
while you are buying food” “I accept buying food from infected person” “We should 
help them by buying food from them”.  
  
3. knowledge about condom, this include discussion about : 
? Heard and see male condom  
Majority of the respondents who participate in the FGD heard about male 
condom and around two-third of them had seen it. 
? Use of male condom: 
More than half of the participant mentioned that the reasons of use male 
condom was to prevent STIs and HIV infection, other mentioned to 
prevent pregnancy “ condom is one of the contraceptive methods” “ yes condom is 
used as preventive measures from HIV and STIs”. 
? Reasons of use or low use of male condom: 
Reasons for the low usage of condom was due to misconceptions about 
condom " I will never use condom, it contain harmful chemicals" but the common 
reasons were “it reduce the sensation and the pleasure “ “it has high tendency to 
rupture” , Others attributed to the” bad quality of the condoms distributed”, others 
refused to use condom for religion reasons “ it is not accepted by the church, 
even the Muslim imam didn’t agree on it”.  
? Source of obtaining male condoms 
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As mentioned by participant condom is available at clinic or by the health 
workers or by their sexual partners or friends and peers. 
 
4. Testing for HIV, which include discussion about : 
? Aware about the HIV Test and  Administration of the Test  
The majority of the participants were aware about the HIV test, but the 
knowledge about doing the test was low. 
? Knowledge about Voluntary Counselling and Testing centres 
(VCT) 
There was acceptance in doing the HIV test among the participants and 
willing to do it voluntary “why not, I need to check my self!!!” “Yes I can go for the 
test, but is it free?!” “I think we should all go, it seem its important “ 
 
5. HIV/AIDS Health Education Sessions, this include discussion about : 
? Time and Frequency of the sessions?  
? Language of the sessions? 
? Knowledge and information acquired from the sessions? 
? Is it useful?  Or did it make you change your behaviors to avoid being 
infected?  
Less than half of the participants were exposed to these sessions, the 
common cause of not attending those health sessions were the time of 
the sessions “time was not suitable for me, I work at that time” some of the 
participants mentioned the language, others are afraid to attend those 
session “those Lectures are for sick people” “if I attend people will think that I am HIV 
positive”.  But the majority thinks that the health sessions were useful 
because of the interaction between the participants and the health 
educators, also a lot of information can be discussed and explained “I got a 
lot of information from the educator, now am thinking about the test!!” “Now if I want to 
do something, I will think about my wife and kids!!” 
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6. STIs episodes and care-seeking behaviours, which include 
discussion about: 
? STIs episodes. 
? STI care-seeking behaviours 
? Preventive measures to avoid STIs transmission to partners. 
The participants understand the STI episodes more, and the important of 
seeking care and treatment as early as possible.  Generally there were 
improvement in the STIs care-seeking behaviours and using preventive 
measures to avoid transmission to partners. 
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 tnesnoc dna eriannoitseuQ
   وﻻﻳﺔ اﻟﺨﺮﻃﻮم– وزارة اﻟﺼﺤﺔ
  ﺑﺮﻧﺎﻣﺞ ﻣﻜﺎﻓﺤﺔ اﻻﻳﺪز و اﻷﻣﺮاض اﻟﻤﻨﻘﻮﻟﺔ ﺟﻨﺴﻴﺎ 
  6002-ﺩﺭﺍﺳﺔ ﺍﻟﻤﻌﺮﻓﺔ ﻭ ﺍﻻﺗﺠﺎﻫﺎﺕ ﻭ ﺍﻟﺴﻠﻮﻙ ﺍﻟﻤﺘﻌﻠﻖ ﺑﺎﻷﻣﺮﺍﺽ ﺍﻟﻤﻨﻘﻮﻟﺔ ﺟﻨﺴﻴﺎ ﻭ ﻋﺪﻭﻱ ﻓﻴﺮﻭﺱ ﻋﻮﺯ ﺍﻟﻤﻨﺎﻋﺔ ﺍﻟﺒﺸﺮﻱ ﻭ ﺍﻻﻳﺪﺯ
  اﻟﺨﺮﻃﻮم : اﻟﻮﻻﻳﺔ
   ﻣﻌﺴﻜﺮات اﻟﻨﺎزﺣﻴﻦ–ﻣﺤﻠﻴﺔ ﺟﺒﻞ أوﻟﻴﺎء 
    ﻣﻌﺴﻜﺮ اﻟﺴﻼم  - 3        ﻗﺮى اﻟﺴﻼم -1
   دار اﻟﺴﻼم  -2
 
  :ﻣﻌﻠﻮﻣﺔ ﺗﻌﺮﻳﻔﻴﺔ ﻟﻠﻤﺒﺤﻮث
ﻳﻘﻮم اﻟﺒﺮﻧﺎﻣﺞ ﺑﺪراﺳﺔ ﺑﻴﻦ ﺑﻌﺾ ﺷﺮاﺋﺢ اﻟﻤﺠﺘﻤﻊ ﻋﻦ اﻟﻤﻌﺮﻓﺔ و اﻻﺗﺠﺎهﺎت و اﻟﺴﻠﻮك اﻟﻤﺘﻌﻠﻖ ﺑﺎﻷﻣﺮاض . اﻋﻤﻞ ﻣﻊ ﺑﺮﻧﺎﻣﺞ ﻣﻜﺎﻓﺤﺔ اﻻﻳﺪز)....(  أﻧﺎ اﺳﻤﻲ 
 او اي ﻣﻌﻠﻮﻣﺎت اﺧﺮي ﻳﻤﻜﻦ ان ﺗﺆدي ﻟﻦ اﺳﺄﻟﻚ ﻋﻦ اﺳﻤﻚ . ﻚﻟﺪي ﺑﻌﺾ اﻻﺳﺌﻠﺔ اﻟﺸﺨﺼﻴﺔ ﻟ.  اﻻﻳﺪزاﻟﻤﻨﻘﻮﻟﺔ ﺟﻨﺴﻴﺎ و ﻋﺪوي ﻓﻴﺮوس ﻋﻮز اﻟﻤﻨﺎﻋﺔ اﻟﺒﺸﺮي و
آﻞ ﻣﺎ . ﻟﻠﺘﻌﺮف ﻋﻠﻴﻚ، و اﺟﺎﺑﺎﺗﻚ ﺳﺘﻜﻮن ﻓﻲ ﻣﻨﺘﻬﻲ اﻟﺴﺮﻳﺔ، آﻤﺎ أن ﻟﻚ ﻣﻄﻠﻖ اﻟﺤﺮﻳﺔ ﻓﻲ اﻻﻋﺘﺬار ﻋﻦ اﻻﺟﺎﺑﺔ ﻋﻠﻲ اﻷﺳﺌﻠﺔ اﻟﺘﻲ ﻻﺗﺮﻏﺐ ﻓﻲ اﻻﺟﺎﺑﺔ ﻋﻠﻴﻬﺎ
ﺎﺑﺔ ﺑﺼﺮاﺣﺔ و ﺻﺪق ﻋﻠﻲ آﻞ اﻻﺳﺌﻠﺔ ﻷن ذﻟﻚ ﺳﻴﺴﺎﻋﺪ ﻓﻲ اﻟﺘﻌﺮف ﻋﻠﻲ ادراك هﺬﻩ اﻟﺸﺮﻳﺤﺔ ﻣﻦ اﻟﻤﺠﺘﻤﻊ ﻟﺒﻌﺾ اﻟﺴﻠﻮآﻴﺎت أرﺟﻮﻩ ﻣﻨﻚ اﻟﺘﻌﺎون ﻣﻌﻨﺎ ﻓﻲ اﻻﺟ
 06ﻳﺴﺘﻐﺮق اﻟﺒﺤﺚ ﺣﻮاﻟﻲ . اﻟﺘﻲ ﺗﺆدي ﻟﻼﺻﺎﺑﺔ ﺑﺄﻣﺮاض ﺧﻄﻴﺮة و ﻣﻬﺪدة ﻟﻠﺤﻴﺎة، آﻤﺎ ﻳﺴﺎﻋﺪ ﻓﻲ ﺗﺨﻄﻴﻂ اﻟﺒﺮاﻣﺞ اﻟﺼﺤﻴﺔ اﻟﻤﻨﺎﺳﺒﺔ ﻟﻠﻮﻗﺎﻳﺔ ﻣﻦ هﺬﻩ اﻷﻣﺮاض
  .دﻗﻴﻘﺔ
  :ﻟﻤﺒﺤﻮثﻣﻮاﻓﻘﺔ ا
 أﺷﻬﺪ ﺑﺎﻧﻨﻲ ﻗﺪ ﻓﻬﻤﺖ اﻟﻘﺼﺪ ﻣﻦ اﺟﺮاء هﺬﻩ اﻟﺪراﺳﺔ ﺑﻌﺪ اﻟﺸﺮح اﻟﻮاﻓﻲ، و أﻗﺮ ﺑﺬﻟﻚ ﺑﻤﻮاﻓﻘﺘﻲ ﻋﻠﻲ اﻟﻤﺸﺎرآﺔ ﻓﻲ هﺬا اﻟﺒﺤﺚ وهﺬا ﻣﻨﻲ 
.................................................................................................................................ﻟﻼﻋﺘﻤﺎد
  :ﻣﻌﻠﻮﻣﺎت دﻳﻤﻮﻏﺮاﻓﻴﺔ:  اﻟﻘﺴﻢ اﻷول  
رﻗﻢ 
 اﻟﺴﺆال
اﻻﺟﺎﺑﺎت /رﻗﻢ اﻻﺟﺎﺑﺔ  اﻻﺟﺎﺑﺎت اﻟﻤﺤﺘﻤﻠﺔ و ارﻗﺎم ﺗﺮﻣﻴﺰهﺎ  ﻣﻀﻤﻮن اﻟﺴﺆال
  اﻟﻤﻨﺎﺳﺒﺔ
  اﻧﺘﻘﻞ اﻟﻲ
  ﻣﻌﺴﻜﺮ اﻟﺴﻼم-3ﻗﺮى اﻟﺴﻼم          .1  اﻟﻤﻨﻄﻘﺔ  1
  دار اﻟﺴﻼم .2
    
       أﻧﺜﻲ-2ذآﺮ              .3  اﻟﻨﻮع  2
      اآﺘﺐ اﻟﻌﻤﺮ ﺑﺎﻟﺴﻨﻮات اﻟﻜﺎﻣﻠﺔ  (ﺪﻳﺮ اﻟﻌﻤﺮ ان ﻟﻢ ﻳﺴﺘﻄﻊ اﻟﻤﺒﺤﻮث ذﻟﻚاﻟﺮﺟﺎء ﺗﻘ)اﻟﻌﻤﺮ  3
      اآﺘﺐ اﺳﻢ اﻟﻘﺒﻴﻠﺔ  اﻟﻘﺒﻴﻠﺔ  4
  ﻣﺴﻠﻢ .1  اﻟﺪﻳﺎﻧﺔ  5
 ﻣﺴﻴﺤﻰ .2
  (ﺣﺪد)أﺧﺮى  .3
    
  ﺛﺎﻧﻮى.5اﻣﻰ                       .1  اﻟﻤﺴﺘﻮى اﻟﺘﻌﻠﻴﻤﻰ  6
 ﺟﺎﻣﻌﻲ. 6ﺧﻠﻮة                      .2
 ﻓﻮق اﻟﺠﺎﻣﻌﻰ. 7أﺳﺎس                    .3
  ﺘﻮﺳﻂﻣ .4
    
      اآﺘﺐ ﻋﺪد اﻟﺴﻨﻮات وﺣﺪد اﻟﻤﺮﺣﻠﺔ  ﻋﺪد ﺳﻨﻮات اﻟﺪراﺳﺔ  7
 ﺳﻨﻮات أو أﻗﻞ هﻞ ﺗﺴﺘﻄﻴﻊ ﻗﺮاءة ﺻﺤﻴﻔﺔ أو 5إذا ﺗﻢ   8
  ﺧﻄﺎب ؟
  ﻧﻌﻢ .1
 ﻻ .2
  ﻻ ﻳﻨﻄﺒﻖ. 9
    
   اﻟﻮﺳﻂ-2 اﻟﺨﺮﻃﻮم                 -1  ﻣﻜﺎن اﻟﻤﻴﻼد  9
   اﻟﺸﺮق-4 اﻟﻐﺮب                    -3
   اﻟﺠﻨﻮب-6 اﻟﺸﻤﺎل                    -5
    
اذا آﺎن اﻟﻤﻴﻼد ﺧﺎرج وﻻﻳﺔ اﻟﺨﺮﻃﻮم  ﻣﺎ ﺳﺒﺐ اﻟﻤﺠﻰء   01
  إﻟﻲ اﻟﺨﺮﻃﻮم ؟
   اﻟﺰواج-2 اﻟﻌﻤﻞ                     -1
   اﻟﺤﺮب-4 اﻟﺘﻌﻠﻴﻢ                    -3
   اﻟﻌﻼج-6 اﻟﺠﻔﺎف                   -5
  (ﺣﺪد) اﺧﺮى -7
    
      اآﺘﺐ ﻧﻮع اﻟﻌﻤﻞ  ﺷﻐﺎﻟﺔ ﺷﻨﻮ؟/اﻧﺖ ﺷﻐﺎل  11
  هﻞ ﻋﻨﺪك اي ﻣﺼﺪر أو ﻣﺼﺎدر ﺗﺎﻧﻴﺔ ﻟﻠﺪﺧﻞ؟   21
  
 ﻧﻌﻢ        .1
  ﻻ .2
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  ( ﺳﻨﺔ94- 51)ﻗﻴﺎس ﺳﻠﻮآﻴﺎت اﻟﺒﺎﻟﻐﻴﻦ ﻣﻦ ﻋﻤﺮ : اﻟﻘﺴﻢ اﻟﺜﺎﻧﻲ  
 
  
رﻗﻢ 
 اﻟﺴﺆال
اﻻﺟﺎﺑﺎت /رﻗﻢ اﻻﺟﺎﺑﺔ  اﻻﺟﺎﺑﺎت اﻟﻤﺤﺘﻤﻠﺔ و ارﻗﺎم ﺗﺮﻣﻴﺰهﺎ  ﻣﻀﻤﻮن اﻟﺴﺆال
  اﻟﻤﻨﺎﺳﺒﺔ
  اﻧﺘﻘﻞ اﻟﻲ
  1
  
 ﻧﻌﻢ  .1  ﻣﺘﺰوﺟﺔ؟ / هﻞ اﻧﺖ ﻣﺘﺰوج
  ﻻ .2
    ﻟﻢ ﻳﺴﺒﻖ ﻟﻪ اﻟﺰواج-99
اذا آﺎن اﻟﻤﺒﺤﻮث ﻏﻴﺮ   
ﻣﺘﺰوج اﻣﻸ ﺟﻤﻴﻊ اﻟﺨﺎﻧﻠﺖ 
 و اﻧﺘﻘﻞ ﻟﻠﺴﺆال 99ﺑﺎﻟﺮﻗﻢ 
  . 7رﻗﻢ 
   93 - 03. 4             51أﻗﻞ ﻣﻦ .1  ﻋﻨﺪﻣﺎ ﺗﺰوﺟﺖ آﻢ آﺎن ﻋﻤﺮك  2
   ﻓﺄآﺜﺮ 04. 5             91 – 51. 2
  ﻻ ﻳﻨﻄﺒﻖ ﻟﻢ ﻳﺘﺰوج.99            92 - 02. 3
    
        اﻟﺰوﺟﺔ/ﻣﺎ ﻧﻮع ﻋﻤﻞ اﻟﺰوج :   ﻌﻢ اﺳﺄلاذا اﺟﺎب ﻧ  3
أﻃﻔﺎﻟﻚ ﻋﺪدهﻢ : اﻧﺖ ﻋﻨﺪك أﻃﻔﺎل؟ اذا اﺟﺎب ﻧﻌﻢ اﺳﺄل  4
  آﻢ؟
  اآﺘﺐ ﺻﻔﺮ اذا اﻟﻤﺒﺤﻮث ﻣﺘﺰوج وﻟﻴﺲ ﻟﺪﻳﻪ اﻃﻔﺎل
  اﻟﻤﺒﺤﻮث ﻟﻢ ﻳﺴﺒﻖ ﻟﻪ اﻟﺰواج:  ﻻ ﻳﻨﻄﺒﻖ-99
    
اﻟﺰوﺟﺔ /هﻞ ﻟﺪﻳﻚ اآﺜﺮ ﻣﻦ زوﺟﺔ؟ او هﻞ ﺳﺒﻖ ﻟﻠﺰوج  5
  اﻟﺤﺎﻟﻲ؟زوج ﻏﻴﺮ اﻟﺰوج /اﻻرﺗﺒﺎط ﺑﺰوﺟﺔ
 ﻧﻌﻢ            .1
  ﻻ .2
  اﻟﻤﺒﺤﻮث ﻟﻢ ﻳﺴﺒﻖ ﻟﻪ اﻟﺰواج:   ﻻ ﻳﻨﻄﺒﻖ-99
    
آﻢ ﻋﺪد اﻟﺰوﺟﺎت؟  آﻢ ﻣﺮة ﺗﺰوج :اذا اﺟﺎب ﻧﻌﻢ اﺳﺄل  6
  زوﺟﻚ ﺑﺎﺧﺮﻳﺎت ﻏﻴﺮك؟
      اآﺘﺐ اﻟﺮﻗﻢ
" هﻞ ﺗﻤﺎرس اﻟﺠﻨﺲ اﻵن أو آﻨﺖ ﺗﻤﺎرﺳﻪ ﻓﻰ اﻟﺴﺎﺑﻖ ؟   7
  "ﺗﻘﺺ ﻋﻦ اﻟﺠﻨﺲ ﻏﻴﺮ اﻟﻤﺸﺮوع " " ﻟﻐﻴﺮ اﻟﻤﺘﺰوﺟﻴﻦ 
أو آﻨﺖ ﺗﻤﺎرﺳﻪ ﻓﻰ اﻟﺴﺎﺑﻖ / ﻤﺎرس اﻟﺠﻨﺲ اﻵن أو هﻞ ﺗ
/ وﻟﻜﻦ ﺧﺎرج اﻟﻌﻼﻗﺔ اﻟﺰوﺟﻴﺔ إن آﺎن اﻟﻤﺒﺤﻮث 
  " .ﻟﻠﻤﺘﺰوﺟﻴﻦ " ﻣﺘﺰوﺟﺔ ؟ / اﻟﻤﺒﺤﻮﺛﺔ ﻣﺘﺰوج 
  (ﻟﻐﻴﺮ اﻟﻤﺘﺰوﺟﻴﻦ ) ﻻ اﻵن وﻻ ﺳﺎﺑﻘًﺎ . ﻻ  .1
ﺳﻮاء ﻟﻠﻤﺘﺰوﺟﻴﻦ أو ﻏﻴﺮ اﻟﻤﺘﺰوﺟﻴﻦ ) ﻧﻌﻢ اﻵن  .2
 (
ﻟﻠﻤﺘﺰوﺟﻴﻦ وﻏﻴﺮ ) ﻧﻌﻢ ﻟﻜﻦ ﻓﻰ اﻟﺴﺎﺑﻖ  .3
 (ﺟﻴﻦ اﻟﻤﺘﺰو
  ﻧﻌﻢ ﻟﻜﻦ ﻗﺒﻞ اﻟﺰواج .4
إذا آﺎﻧﺖ اﻹﺟﺎﺑﺔ ﺑﻼ إﻧﺘﻘﻞ   
 وأﻣﻼ ﺟﻤﻴﻊ 25ﻟﻠﺴﺆال رﻗﻢ 
   .99اﻟﺨﺎﻧﺎت ﺑﺎﻟﺮﻗﻢ 
هﻞ ﻟﺪﻳﻚ ﺷﺮﻳﻚ او ﻋﺸﻴﻖ ﺗﻤﺎرس اﻟﺠﻨﺲ ﻣﻌﻪ ﺑﺼﻮرة   8
اﻟﺰوﺟﺔ /ﺧﻼف اﻟﺰوج( ﻟﻐﻴﺮ اﻟﻤﺘﺰوﺟﻴﻦ) ﻣﻨﺘﻈﻤﺔ
 (اﻟﻤﺘﺰوﺟﻴﻦ)
  
 ﻧﻌﻢ .1
  ﻻ .2
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رﻗﻢ 
 اﻟﺴﺆال
اﻻﺟﺎﺑﺎت /رﻗﻢ اﻻﺟﺎﺑﺔ  ﺎم ﺗﺮﻣﻴﺰهﺎاﻻﺟﺎﺑﺎت اﻟﻤﺤﺘﻤﻠﺔ و ارﻗ  ﻣﻀﻤﻮن اﻟﺴﺆال
  اﻟﻤﻨﺎﺳﺒﺔ
  اﻧﺘﻘﻞ اﻟﻲ
  اﻵن أو ﺳﺎﺑﻘًﺎ ﺑﺘﻤﺎرس اﻟﺠﻨﺲ ﻣﻊ ﻣﻨﻮ ؟  9
  
  اﻟﺬآﻮر ﻓﻘﻂ-2 اﻹﻧﺎث ﻓﻘﻂ          -1
   اﻟﺬآﻮر واﻹﻧﺎث-3
اﻟﻤﺒﺤﻮث ﻟﻢ ﻳﺴﺒﻖ ﻟﻪ ﻣﻤﺎرﺳﺔ "   ﻻ ﻳﻨﻄﺒﻖ -99
  "اﻟﺠﻨﺲ ﻏﻴﺮ اﻟﻤﺸﺮوع 
    
ﻋﻼﻩ ، إذا أﻓﺎد اﻟﻤﺒﺤﻮث ﻣﻤﺎرﺳﺔ اﻟﺠﻨﺲ ﻓﻰ اﻟﺴﺆال أ  01
ﺑﺘﻤﺎرﺳﻰ اﻟﺠﻨﺲ ﻣﻊ / أﺳﺄل اﻵن أو ﻓﻰ اﻟﺴﺎﺑﻖ ﺑﺘﻤﺎرس 
  آﻢ ﻧﻔﺮ ؟
  
  أآﺘﺐ ﻋﺪد اﻷﺷﺨﺎص ﻓﻰ اﻟﻌﻤﻮد اﻟﻤﻘﺎﺑﻞ
اﻟﻤﺒﺤﻮث ﻟﻢ ﻳﺴﺒﻖ ﻟﻪ ﻣﻤﺎرﺳﺔ "   ﻻ ﻳﻨﻄﺒﻖ -99
  "اﻟﺠﻨﺲ ﻏﻴﺮ اﻟﻤﺸﺮوع 
    
ﻟﻐﻴﺮ " ﺷﻨﻮ اﻟـﺪاﻓﻊ اﻵن أو ﺳﺎﺑﻘـًﺎ اﻟﺨﻼك ﺗﻤﺎرس اﻟﺠﻨﺲ   11
  ؟" اﻟﻤﺘﺰوﺟﻴﻦ 
  ؟" ﻟﻠﻤﺘﺰوﺟﻴﻦ " ﻼﻗﺔ اﻟﺰوﺟﻴﺔ أو ﻣﻤﺎرﺳﺘﻪ ﺧﺎرج اﻟﻌ
 
   اﻟﻤﺘﻌﺔ-2 أﺳﺎب إﻗﺘﺼﺎدﻳﺔ          -1
   وﻗﺖ اﻟﻔﺮاغ-4 ﺗﻘﻠﻴﺪ اﻟﻘﺮﻧﺎء واﻷﺻﺪﻗﺎء    -3
  ........ ﻏﻴﺮ ذﻟﻚ ﺣﺪد -5
اﻟﻤﺒﺤﻮث ﻟﻢ ﻳﺴﺒﻖ ﻟﻪ ﻣﻤﺎرﺳﺔ "   ﻻ ﻳﻨﻄﺒﻖ -99
 "اﻟﺠﻨﺲ ﻏﻴﺮ اﻟﻤﺸﺮوع 
    
هﻞ ﺗﻌﺘﻘﺪ ان زوﺟﻚ او زوﺟﺘﻚ ﻳﻤﺎرس اﻟﺠﻨﺲ ﻣﻊ   21
  أﺧﺮﻳﻦ ﻏﻴﺮك
  ﻻ أﻋﺮف. 8ﻢ                 ﻧﻌ .1
 ﻻ ﻳﻨﻄﺒﻖ ﻟﻢ ﻳﻤﺎرس اﻟﺠﻨﺲ.  9ﻻ            .2
    
ﻣﺘﻰ آﺎﻧﺖ اﺧﺮ ﻣﺮة ﻣﺎرﺳﺖ ﻓﻴﻪ اﻟﺠﻨﺲ ﻣﻊ ﺷﺮآﺎﺋﻚ   31
  (ﻏﻴﺮ اﻻزواج)
  أﻳﺎم ﻣﺎﺿﻴﺔ7ﺧﻼل  .1
 أﺳﺎﺑﻴﻊ ﻣﺎﺿﻴﺔ4ﺧﻼل  .2
  ﺷﻬﺮ ﻣﺎﺿﻴﺔ21ﺧﻼل  .3
  .ﻣﻨﺬ ﻣﺪة أﻃﻮل .4
    
 إذا ذآﺮ اﻟﻤﺒﺤﻮث أﻧﻪ ﻳﻤﺎرس اﻟﺠﻨﺲ اﻵن أو ﻓﻰ اﻟﺴﺎﺑﻖ  41
ﺑﺪﻳﺘﻰ / ﻋﻤﺮك آﺎن آﻢ ﺳﻨﻪ ﻓﻰ أول ﻣﺮة ﺑﺪﻳﺖ :أﺳﺄل 
  ؟" ﻟﻐﻴﺮ اﻟﻤﺘﺰوﺟﻴﻦ " ﻓﻴﻬﺎ ﻣﻤﺎرﺳﺔ اﻟﺠﻨﺲ 
  ؟" ﻟﻠﻤﺘﺰوﺟﻴﻦ " أو ﻣﻤﺎرﺳﺘﻪ ﺧﺎرج اﻟﻌﻼﻗﺔ اﻟﺰوﺟﻴﺔ 
   93 - 03. 4             51أﻗﻞ ﻣﻦ .1
   ﻓﺄآﺜﺮ 04. 5             91 – 51. 2
  ﻻ أﻋﺮف. 8              92 - 02. 3
  (ﻢ ﻳﻤﺎرس اﻟﺠﻨﺲﻟ)ﻻ ﻳﻨﻄﺒﻖ .99 
    
  ﺣﺼﻞ ﻋﻤﻠﻮا ﻟﻴﻚ  ﻧﻘﻞ دم  ﻗﺒﻞ آﺪة ؟  51
  
    ﻻ -2 ﻧﻌﻢ              -1
   ﻻ أذآﺮ ﻻ أﻋﺮف-8
    
  ﺣﺼﻞ ﻋﻤﻠﺖ ﺗﻔﺼﻴﺪ أو وﺷﻢ أو ﺣﺠﺎﻣﺔ  ﻗﺒﻞ آﺪة ؟  61
  
   ﻻ-2 ﻧﻌﻢ              -1
  ﻻ أذآﺮ ﻻ أﻋﺮف-8
    
هﻞ ﺗﺸﺎرآﺖ ﻧﻔﺲ اﻻدوات ﻣﻊ ﻋﺪد ﻣﻦ :  اذا اﺟﺎب ﻧﻌﻢ  71
  ؟ اﻻﺷﺨﺎص
   ﻻ-2 ﻧﻌﻢ              -1
  ﻻ أذآﺮ ﻻ أﻋﺮف-8
    
 
411 
رﻗﻢ 
 اﻟﺴﺆال
اﻻﺟﺎﺑﺎت /رﻗﻢ اﻻﺟﺎﺑﺔ  اﻻﺟﺎﺑﺎت اﻟﻤﺤﺘﻤﻠﺔ و ارﻗﺎم ﺗﺮﻣﻴﺰهﺎ  ﻣﻀﻤﻮن اﻟﺴﺆال
  اﻟﻤﻨﺎﺳﺒﺔ
  اﻧﺘﻘﻞ اﻟﻲ
  ﻧﻌﻢ  .1  هﻞ ﺗﺘﻌﺎﻃﻰ أى ﻧﻮع ﻣﻦ اﻟﻤﻬﺪﺋﺎت؟  81
  ﻻ .2
    
 ﺮىاﺧ.3ﻓﻲ ﺷﻜﻞ ﺣﺒﻮب          .1  ﺑﺄى ﻃﺮﻳﻘﺔ ﺗﺄﺧﺬهﺎ ؟:  اذا اﺟﺎب ﻧﻌﻢ  91
  (ﻻ ﻳﺘﻌﺎﻃﻰ)ﻻ ﻳﻨﻄﺒﻖ .99ﺣﻘﻦ              .2
    
  ﺣﻘﻨﺔ ﺟﺪﻳﺪة ﻓﻲ آﻞ ﻣﺮة.1  إذا آﺎﻧﺖ ﻋﻦ ﻃﺮﻳﻖ اﻟﺤﻘﻦ اى ﻧﻮع ﻣﻦ اﻟﺤﻘﻦ ﺗﺴﺘﺨﺪم؟  02
  ﺣﻘﻦ ﺗﺸﺎرآﻬﺎ ﻣﻊ اﺧﺮﻳﻦ. 2
  ﺣﻘﻨﺔ ﺗﺴﺘﺨﺪﻣﻬﺎ ﻋﺪة ﻣﺮات.3
  .ﻻ ﻳﻨﻄﺒﻖ. 99
    
آﻢ ﻣﺮة ﺷﺮﺑﺖ ﻓﻴﻬﺎ اﻟﻤﺸﺮوﺑﺎت اﻟﺘﻰ ﺗﺤﺘﻮى ﻋﻠﻲ   12
  آﺤﻮل؟
  آﻞ ﻳﻮم .1
 اﻻﺳﺒﻮعﻣﺮة واﺣﺪة ﻓﻲ  .2
 ﻏﺎﻟﺒﺎ .3
  (ﻻﻳﺸﺮب)ﻻ ﻳﻨﻄﺒﻖ . 99    
    
  
 
  اﻟﻤﻌﺮﻓﺔ واﻟﺴﻠﻮك اﻟﻤﻬﺪد ﺑﺎﻻﺻﺎﺑﺔ ﺑﻌﺪوي اﻷﻳﺪز : اﻟﻘﺴﻢ اﻟﺜﺎﻟﺚ  
 
رﻗﻢ 
 اﻟﺴﺆال
اﻻﺟﺎﺑﺎت /رﻗﻢ اﻻﺟﺎﺑﺔ  اﻻﺟﺎﺑﺎت اﻟﻤﺤﺘﻤﻠﺔ و ارﻗﺎم ﺗﺮﻣﻴﺰهﺎ  ﻣﻀﻤﻮن اﻟﺴﺆال
  اﻟﻤﻨﺎﺳﺒﺔ
  اﻧﺘﻘﻞ اﻟﻲ
إذا أﺟﺎب ﺑﻼ إﻧﺘﻘﻞ ﻟﻠﺴﺆال       ﻻ-2 ﻧﻌﻢ               -1  ﺣﺼﻞ ﺳﻤﻌﺖ ﻋﻦ اﻹﻳﺪز ؟  1
 وأﻣﻼ ﺟﻤﻴﻊ 73رﻗﻢ 
   9اﻟﺨﺎﻧﺎت ﺑﺎﻟﺮﻗﻢ 
اذا اﻟﻤﺒﺤﻮث ذآﺮ اﻧﻪ ﺳﻤﻊ ﺑﻤﺮض اﻻﻳﺪز ﻓﻰ اﻟﺴﺆال أﻋﻼﻩ   2
  اﻟﺠﺮﺛﻮﻣﺔ اﻟﺒﺘﺴﺒﺐ ﻣﺮض اﻻﻳﺪز ﻧﻮﻋﻬﺎ ﺷﻨﻮ ؟: أﺳﺄل 
  
  
  ........ ﻏﻴﺮ ذﻟﻚ ﺣﺪد -2 ﻓﻴﺮوس   -1
  ﺗﻌﺮف /  ﻻ ﻳﻌﺮف -8
ﻊ ﺗﺴﻤ/ اﻟﻤﺒﺤﻮث ﻟﻢ ﻳﺴﻤﻊ)  ﻻﻳﻨﻄﺒﻖ -9
  (ﺑﺎﻻﻳﺪز 
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رﻗﻢ 
  اﻟﺴﺆال
اﻻﺟﺎﺑﺎت /رﻗﻢ اﻻﺟﺎﺑﺔ  اﻻﺟﺎﺑﺎت اﻟﻤﺤﺘﻤﻠﺔ و ارﻗﺎم ﺗﺮﻣﻴﺰهﺎ  ﻣﻀﻤﻮن اﻟﺴﺆال
  اﻟﻤﻨﺎﺳﺒﺔ
  اﻧﺘﻘﻞ اﻟﻲ
اذا اﻟﻤﺒﺤﻮث ذآﺮ اﻧﻪ ﺳﻤﻊ ﺑﻤﺮض اﻻﻳﺪز ﻓﻰ اﻟﺴﺆال أﻋﻼﻩ  3
هﻞ هﺬﻩ اﻟﻤﻌﻠﻮﻣﺎت ﺻﺤﻴﺤﺔ ام ﺧﻄﺄ ﺣﺴﺐ اﻋﺘﻘﺎدك؟  : أﺳﺄل 
 اﻹﺻﺎﺑﺔ ﺑﺎﻹﻳﺪز ﺑﺎﻟﻄﺮق ﻳﺴﺘﻄﻴﻊ اﻻﻧﺴﺎن أن ﻳﺤﻤﻰ ﻧﻔﺴﻪ ﻣﻦ
  :اﻟﺘﺎﻟﻴﺔ
  اﻟﺘﻐﺬﻳﺔ اﻟﺠﻴﺪة؟
  ﺻﺤﻴﺤﺔ  .1
 ﻏﻴﺮ ﺻﺤﻴﺤﺔ .2
  ﻻ أﻋﺮف. 8
    
ﻳﺴﺘﻄﻴﻊ اﻻﻧﺴﺎن أن ﻳﺤﻤﻰ ﻧﻔﺴﻪ ﻣﻦ اﻹﺻﺎﺑﺔ ﺑﺎﻹﻳﺪز ﺑﺎﻟﻄﺮق  4
  :اﻟﺘﺎﻟﻴﺔ
    اﻟﺒﻘﺎء ﻣﻊ ﺷﺮﻳﻚ واﺣﺪ ﻣﺨﻠﺺ 
  ﺻﺤﻴﺤﺔ.1
 ﻏﻴﺮ ﺻﺤﻴﺤﺔ. 2
  ﻻ أﻋﺮف. 8
  
 ﺑﺎﻟﻄﺮق ﻳﺴﺘﻄﻴﻊ اﻻﻧﺴﺎن أن ﻳﺤﻤﻰ ﻧﻔﺴﻪ ﻣﻦ اﻹﺻﺎﺑﺔ ﺑﺎﻹﻳﺪز  5
  :اﻟﺘﺎﻟﻴﺔ
    ﻋﺪم إﺳﺘﻌﻤﺎل اﻟﺤﻤﺎﻣﺎت اﻟﻌﺎﻣﺔ 
  ﺻﺤﻴﺤﺔ.1
 ﻏﻴﺮ ﺻﺤﻴﺤﺔ. 2
  ﻻ أﻋﺮف. 8
    
ﻳﺴﺘﻄﻴﻊ اﻻﻧﺴﺎن أن ﻳﺤﻤﻰ ﻧﻔﺴﻪ ﻣﻦ اﻹﺻﺎﺑﺔ ﺑﺎﻹﻳﺪز ﺑﺎﻟﻄﺮق   6
  :اﻟﺘﺎﻟﻴﺔ
   إﺳﺘﻌﻤﺎل اﻟﻌﺎزل اﻟﺬآﺮى اﺛﻨﺎء اﻟﻤﻤﺎرﺳﺔ اﻟﺠﻨﺴﻴﺔ
  ﺻﺤﻴﺤﺔ.1
 ﻏﻴﺮ ﺻﺤﻴﺤﺔ. 2
  ﻻ أﻋﺮف. 8
    
ﻔﺴﻪ ﻣﻦ اﻹﺻﺎﺑﺔ ﺑﺎﻹﻳﺪز ﺑﺎﻟﻄﺮق ﻳﺴﺘﻄﻴﻊ اﻻﻧﺴﺎن أن ﻳﺤﻤﻰ ﻧ  7
  :اﻟﺘﺎﻟﻴﺔ
    ﺗﺠﻨﺐ ﻟﻤﺲ اﻟﺸﺨﺺ اﻟﻤﺼﺎب ﺑﺎﻷﻳﺪز
  ﺻﺤﻴﺤﺔ.1
 ﻏﻴﺮ ﺻﺤﻴﺤﺔ. 2
  ﻻ أﻋﺮف. 8
    
ﻳﺴﺘﻄﻴﻊ اﻻﻧﺴﺎن أن ﻳﺤﻤﻰ ﻧﻔﺴﻪ ﻣﻦ اﻹﺻﺎﺑﺔ ﺑﺎﻹﻳﺪز ﺑﺎﻟﻄﺮق  8
  :اﻟﺘﺎﻟﻴﺔ
  ﺗﺠﻨﺐ ﻣﺸﺎرآﺔ اﻟﻄﻌﺎم ﻣﻊ اﻟﺸﺨﺺ اﻟﻤﺼﺎب ﺑﺎﻷﻳﺪز
  ﺻﺤﻴﺤﺔ.1
 ﻏﻴﺮ ﺻﺤﻴﺤﺔ. 2
  ﻻ أﻋﺮف. 8
    
ﻴﻊ اﻻﻧﺴﺎن أن ﻳﺤﻤﻰ ﻧﻔﺴﻪ ﻣﻦ اﻹﺻﺎﺑﺔ ﺑﺎﻹﻳﺪز ﺑﺎﻟﻄﺮق ﻳﺴﺘﻄ  9
  :اﻟﺘﺎﻟﻴﺔ
اﻟﺘﺄآﺪ ﻣﻦ أى ﺣﻘﻨﺔ ﺗﻌﻄﻰ ﻟﻠﺸﺨﺺ ﺟﺪﻳﺪة وﻟﻢ ﻳﺘﻢ إﺳﺘﻌﻤﺎﻟﻬﺎ 
   (ﻋﺪم إﺳﺘﻌﻤﺎل ﻧﻔﺲ اﻷدوات)ﻣﻦ ﻗﺒﻞ 
  ﺻﺤﻴﺤﺔ.1
 ﻏﻴﺮ ﺻﺤﻴﺤﺔ. 2
  ﻻ أﻋﺮف. 8
    
ﻳﺴﺘﻄﻴﻊ اﻻﻧﺴﺎن أن ﻳﺤﻤﻰ ﻧﻔﺴﻪ ﻣﻦ اﻹﺻﺎﺑﺔ ﺑﺎﻹﻳﺪز ﺑﺎﻟﻄﺮق   01
  :اﻟﺘﺎﻟﻴﺔ
  .ﺗﺠﻨﺐ ﻋﺾ اﻟﺒﺎﻋﻮض أو ﻣﺎ ﺷﺎﺑﻬﻬﺎ ﻣﻦ اﻟﺤﺸﺮات
  ﺻﺤﻴﺤﺔ.1
 ﻏﻴﺮ ﺻﺤﻴﺤﺔ. 2
  ﻻ أﻋﺮف. 8
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رﻗﻢ 
 اﻟﺴﺆال
اﻻﺟﺎﺑﺎت /رﻗﻢ اﻻﺟﺎﺑﺔ  اﻻﺟﺎﺑﺎت اﻟﻤﺤﺘﻤﻠﺔ و ارﻗﺎم ﺗﺮﻣﻴﺰهﺎ  ﻣﻀﻤﻮن اﻟﺴﺆال
  اﻟﻤﻨﺎﺳﺒﺔ
  اﻧﺘﻘﻞ اﻟﻲ
ﻳﺴﺘﻄﻴﻊ اﻻﻧﺴﺎن أن ﻳﺤﻤﻰ ﻧﻔﺴﻪ ﻣﻦ اﻹﺻﺎﺑﺔ ﺑﺎﻹﻳﺪز ﺑﺎﻟﻄﺮق  11
  :اﻟﺘﺎﻟﻴﺔ
    اﻟﺠﻨﺴﻴﺔ اﻟﻐﻴﺮ ﻣﺤﻤﻴﺔﺗﺠﻨﺐ اﻟﻌﻼﻗﺎت
  ﺻﺤﻴﺤﺔ.1
 ﻏﻴﺮ ﺻﺤﻴﺤﺔ. 2
  ﻻ أﻋﺮف. 8
  
ﻳﺴﺘﻄﻴﻊ اﻻﻧﺴﺎن أن ﻳﺤﻤﻰ ﻧﻔﺴﻪ ﻣﻦ اﻹﺻﺎﺑﺔ ﺑﺎﻹﻳﺪز ﺑﺎﻟﻄﺮق  21
  :اﻟﺘﺎﻟﻴﺔ
 .ﺗﺠﻨﺐ إﻋﻄﺎء دم ﻏﻴﺮ ﻣﻔﺤﻮص ﻟﻤﻦ ﻳﺤﺘﺎج ﻧﻘﻞ دم
  ﺻﺤﻴﺤﺔ.1
 ﻏﻴﺮ ﺻﺤﻴﺤﺔ. 2
  ﻻ أﻋﺮف. 8
  
 ﻳﺴﺘﻄﻴﻊ اﻻﻧﺴﺎن أن ﻳﺤﻤﻰ ﻧﻔﺴﻪ ﻣﻦ اﻹﺻﺎﺑﺔ ﺑﺎﻹﻳﺪز ﺑﺎﻟﻄﺮق  31
  :اﻟﺘﺎﻟﻴﺔ
 ﻋﺪم ﺷﺮاء ﻃﻌﺎم ﻣﻦ ﺑﺎﺋﻊ ﻣﺼﺎب ﺑﺎﻻﻳﺪز
  ﺻﺤﻴﺤﺔ.1
 ﻏﻴﺮ ﺻﺤﻴﺤﺔ. 2
  ﻻ أﻋﺮف. 8
    
ﺗﻔﺘﻜﺮى اﻟﺸﺨﺺ اﻟﻌﻨﺪو ﻣﺮض اﻹﻳﺪز ﻣﻤﻜﻦ ﻳﻈﻬﺮ / ﺗﻔﺘﻜﺮ   41
  ﺳﻠﻴﻢ وﻣﻌﺎﻓﻰ آﺄﻧﻮ ﻣﺎ ﻋﻨﺪو أى ﻧﻮع ﻣﻦ اﻟﻤﺮض ؟
 
  ﺻﺤﻴﺤﺔ.1
 ﻏﻴﺮ ﺻﺤﻴﺤﺔ. 2
  ﻻ أﻋﺮف. 8
    
ﺪز ﻣﻤﻜﻦ ﺗﻔﺘﻜﺮى اﻷم اﻟﺤﺎﻣﻞ وﻋﻨﺪهﺎ ﻣﺮض اﻹﻳ/ ﺗﻔﺘﻜﺮ   51
  اﻟﻤﺮض اﻟﻌﻨﺪهﺎ دﻩ ﻳﻨﺘﻘﻞ ﻣﻨﻬﺎ ﻟﻠﺠﻨﻴﻦ ؟
  
  ﺻﺤﻴﺤﺔ.1
 ﻏﻴﺮ ﺻﺤﻴﺤﺔ. 2
  ﻻ أﻋﺮف. 8
    
 
  اﻷﺗﺠﺎهﺎت و اﻟﺴﻠﻮك و ﻣﻌﺮﻓﺔ واﺳﺘﻌﻤﺎل اﻟﻌﺎزل اﻟﺬآﺮي:اﻟﻘﺴﻢ اﻟﺮاﺑﻊ  
 
رﻗﻢ 
 اﻟﺴﺆال
اﻻﺟﺎﺑﺎت /رﻗﻢ اﻻﺟﺎﺑﺔ  اﻻﺟﺎﺑﺎت اﻟﻤﺤﺘﻤﻠﺔ و ارﻗﺎم ﺗﺮﻣﻴﺰهﺎ  ﻣﻀﻤﻮن اﻟﺴﺆال
  اﻟﻤﻨﺎﺳﺒﺔ
  اﻧﺘﻘﻞ اﻟﻲ
  ﺖ ﻗﺒﻞ آﺪﻩ أى ﻓﺤﺺ ﻟﻺﻳﺪز ؟ﺣﺼﻞ ﻋﻤﻠ  1
 
    ﻻ-2 ﻧﻌﻢ               -1
  ﺗﻌﺮف /  ﻻ ﻳﻌﺮف -8
ﺗﺴﻤﻊ / اﻟﻤﺒﺤﻮث ﻟﻢ ﻳﺴﻤﻊ)  ﻻﻳﻨﻄﺒﻖ -9
  (ﺑﺎﻻﻳﺪز 
إذا آﺎﻧﺖ اﻹﺟﺎﺑﺔ ﺑﻼ إﻧﺘﻘﻞ   
 وأﻣﻼ 73ﻟﻠﺴﺆال رﻗﻢ 
   . 9ﺟﻤﻴﻊ اﻟﺨﺎﻧﺎت ﺑﺎﻟﺮﻗﻢ
إذا آﺎﻧﺖ اﻹﺟﺎﺑﺔ ﺑﻨﻌﻢ ﻋﻠﻰ اﻟﺴﺆال أﻋﻼﻩ ﻋﻤﻠﺖ اﻟﻔﺤﺺ دﻩ   2
   ﻓﻰ ﺟﻬﺔ ﻣﻌﻴﻨﺔ ﻃﻠﺒﺖ ﻣﻨﻚ اﻟﻔﺤﺺ دﻩ ؟ﺑﺮﻏﺒﺘﻚ وﻻ
  
  ﻃﻮاﻋﻴﺔ ﺑﺮﻏﺒﺘﻰ .1
 ﻃﻠﺐ ﻣﻨﻰ ﺑﻮاﺳﻄﺔ ﺟﻬﺔ ﻣﺎ .2
  ﺗﻌﺮف /  ﻻ ﻳﻌﺮف -8
ﺗﺴﻤﻊ / اﻟﻤﺒﺤﻮث ﻟﻢ ﻳﺴﻤﻊ)  ﻻﻳﻨﻄﺒﻖ -9
  (ﺑﺎﻻﻳﺪز او ﻟﻢ ﻳﺠﺮي ﻟﻪ ﻓﺤﺺ 
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رﻗﻢ 
 اﻟﺴﺆال
اﻻﺟﺎﺑﺎت /رﻗﻢ اﻻﺟﺎﺑﺔ  اﻻﺟﺎﺑﺎت اﻟﻤﺤﺘﻤﻠﺔ و ارﻗﺎم ﺗﺮﻣﻴﺰهﺎ  ﻣﻀﻤﻮن اﻟﺴﺆال
  اﻟﻤﻨﺎﺳﺒﺔ
  اﻧﺘﻘﻞ اﻟﻲ
  ﻧﺘﻴﺠﺔ اﻟﻔﺤﺺ آﺎﻧﺖ ﺷﻨﻮ ؟ 3
  
  إﻳﺠﺎﺑﻴﺔ .1
 ﺳﻠﺒﻴﺔ .2
  ﺗﻌﺮف /  ﻻ ﻳﻌﺮف -8
ﺗﺴﻤﻊ / اﻟﻤﺒﺤﻮث ﻟﻢ ﻳﺴﻤﻊ)  ﻻﻳﻨﻄﺒﻖ -9
  (ﺑﺎﻻﻳﺪز او ﻟﻢ ﻳﺠﺮي ﻟﻪ ﻓﺤﺺ 
  
  ﻻ ﻳﻮﺟﺪ اﺣﺘﻤﺎل .1  أذا ﻟﻢ ﻳﺠﺮى ﻓﺤﺺ ﻣﻦ ﻗﺒﻞ ﻣﺎ هﻮ اﺣﺘﻤﺎل اﺻﺎﺑﺘﻚ ﺑﺎﻻﻳﺪز؟  4
 اﺣﺘﻤﺎل ﺿﻌﻴﻒ .2
 اﺣﺘﻤﺎل آﺒﻴﺮ .3
  ﻻ أﻋﺮف.8
  أﻧﺎ ﻣﺼﺎب ﺑﺎﻻﻳﺪز أﺻﻼ. 5
  
هﻞ ﻗﻤﺖ أﻧﺖ ﺑﺘﻐﻴﺮ ﻓﻲ ﺳﻠﻮآﻚ اﻟﺠﻨﺴﻲ ﻟﺘﻔﺎدى اﻧﺘﻘﺎل ﻋﺪوي   5
  ﻓﻴﺮوس اﻻﻳﺪز
  ﻧﻌﻢ .1
 ﻻ .2
  (ﻟﻴﺲ ﻟﺪﻳﻪ ﺷﺮﻳﻚ) ﻻ ﻳﻨﻄﺒﻖ . 9
  
   ﺷﻬﺮ اﻟﻤﺎﺿﻴﺔ 21ﺧﻼل ال  .1  إذا آﺎﻧﺖ اﻻﺟﺎﺑﺔ ﺑﻨﻌﻢ ﻣﺘﻲ ﺑﺪأت اﻟﻘﻴﺎم ﺑﻬﺬﻩ اﻟﺘﻐﻴﺮات ؟  6
 ﻗﺒﻞ ذﻟﻚ .2
  (ﻟﻴﺲ ﻟﺪﻳﻪ ﺳﻠﻮك ﺟﻨﺴﻲ) ﻻ ﻳﻨﻄﺒﻖ . 9
  
ﻮ اﻹﻳﺪز ﻣﻤﻜﻦ ﺗﻤﺎرﺿﻮﻩ ﻣﻌﺎآﻢ إذا ﻓﻰ زول ﻣﻦ أهﻠﻚ ﺟﺎهـ  7
  ﻓﻰ اﻟﺒﻴﺖ ؟
  
    ﻻ اﻣﺎرﺿﻪ-2 ﻧﻌﻢ اﻣﺎرﺿﻪ               -1
  ﻣﺘﺄآﺪة / ﺗﻌﺮف أو ﻏﻴﺮ ﻣﺘﺄآﺪ /  ﻻ ﻳﻌﺮف -8
ﺗﺴﻤﻊ / اﻟﻤﺒﺤﻮث ﻟﻢ ﻳﺴﻤﻊ ) ﻻﻳﻨﻄﺒﻖ -9
  (ﺑﺎﻻﻳﺪز
    
 - ﻻ ﻗﺪر اﷲ – واﻟﺪﻳﻚ أو إﺧﻮاﻧﻚ –إذا  ﻓﻰ واﺣﺪ ﻣﻦ أﺳﺮﺗﻚ   8
  ﺪﺳﻰ ﻣﺮﺿﻪ ﻣﻦ اﻟﻨﺎس ؟ ﺗ/ أﺻﻴﺐ ﺑﺎﻹﻳﺪز ﺑﺘﺤﺎول ﺗﺪس 
 
    ﻻ ادﺳﻪ-2 ﻧﻌﻢ أدس اﻟﻤﺮض              -1
  ﻣﺘﺄآﺪة / ﺗﻌﺮف أو ﻏﻴﺮ ﻣﺘﺄآﺪ /  ﻻ ﻳﻌﺮف -8
ﺗﺴﻤﻊ / اﻟﻤﺒﺤﻮث ﻟﻢ ﻳﺴﻤﻊ ) ﻻﻳﻨﻄﺒﻖ -9
  (ﺑﺎﻻﻳﺪز
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رﻗﻢ 
 اﻟﺴﺆال
اﻻﺟﺎﺑﺎت /رﻗﻢ اﻻﺟﺎﺑﺔ  اﻻﺟﺎﺑﺎت اﻟﻤﺤﺘﻤﻠﺔ و ارﻗﺎم ﺗﺮﻣﻴﺰهﺎ  ﻣﻀﻤﻮن اﻟﺴﺆال
  اﻟﻤﻨﺎﺳﺒﺔ
  اﻧﺘﻘﻞ اﻟﻲ
ﺣﺼﻞ ﺳﻤﻌﺖ ﺑﺎﻟﻌﺎزل اﻟﺬآﺮى ؟ أذآﺮ اﻟﻤﺴﻤﻴﺎت اﻟﻤﺤﻠﻴﺔ إن  9
  وﺟﺪت 
  (أﻋﺮض ﺻﻮرة أو ﻣﺠﺴﻢ ﻟﺬﻟﻚ ) 
  ﻧﻌﻢ ﺳﻤﻌﺖ ﺑﺎﻟﻌﺎزل اﻟﺬآﺮى .1
 ﻻ ﻟﻢ أﺳﻤﻊ ﺑﺎﻟﻌﺎزل اﻟﺬآﺮى .2
  ﻻ ﻳﻨﻄﺒﻖ. 9
  
  ﻧﻌﻢ. 1 هﻞ رأﻳﺘﻪ ﻗﺒﻞ اﻻن؟: إذا آﺎﻧﺖ اﻻﺟﺎﺑﺔ ﺑﻨﻌﻢ  01
 ﻻ. 2
 (ﻟﻢ ﻳﺴﻤﻊ  ﺑﺎﻟﻌﺎزل ) ﻻ ﻳﻨﻄﺒﻖ . 9     
  
  ﻧﻌﻢ. 1 هﻞ ﺳﺒﻖ أن اﺳﺘﻌﻤﻠﺘﻪ؟:  آﺎﻧﺖ اﻻﺟﺎﺑﺔ ﺑﻨﻌﻢ إذا  11
 ﻻ. 2
 (ﻟﻢ ﻳﺴﻤﻊ  ﺑﺎﻟﻌﺎزل ) ﻻ ﻳﻨﻄﺒﻖ . 9     
  
 ﻟﻤﻨﻊ اﻹﺻﺎﺑﺔ ﺑﺎﻹﻳﺪز و اﻷﻣﺮاض اﻟﺠﻨﺴﻴﺔ -1 ﻟﻤﺎذا اﺳﺘﻌﻤﻠﺘﻪ؟: إذا آﺎﻧﺖ اﻻﺟﺎﺑﺔ ﺑﻨﻌﻢ   21
  واﻟﺘﻨﺎﺳﻠﻴﺔ
   ﻟﻤﻨﻊ اﻟﺤﻤﻞ-2
   إﺳﺘﺠﺎﺑﺔ ﻟﻄﻠﺐ اﻟﻄﺮف اﻵﺧﺮ-3
  …………… ﻏﻴﺮ ذﻟﻚ ﺣﺪد-4
/ اﻟﻤﺒﺤﻮﺛﺔ ﻟﻢ ﻳﺮ / اﻟﻤﺒﺤﻮث ) ﻻ ﻳﻨﻄﺒﻖ  -99
  ﻟﻢ ﻳﺴﻤﻊ ﺑﺎﻟﻌﺎزل اﻟﺬآﺮى
    
هﻞ ﺗﻌﺮف ﻣﻜﺎﻧﺎ أو ﺷﺨﺼﺎ ﻳﻤﻜﻦ  اﻟﺤﺼﻮل ﻣﻨﻪ ﻋﻠﻲ اﻟﻌﺎزل   31
 اﻟﺬآﺮى؟
  ﻧﻌﻢ. 1
 ﻻ. 2
 (ﻟﻢ ﻳﺴﻤﻊ  ﺑﺎﻟﻌﺎزل ) ﻻ ﻳﻨﻄﺒﻖ . 9     
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  اﻻﺻﺎﺑﺔ ﺑﺎﻻﻣﺮاض اﻟﻤﻨﻘﻮﻟﺔ ﺟﻨﺴﻴﺎ: اﻟﻘﺴﻢ اﻟﺨﺎﻣﺲ  
 
رﻗﻢ 
 اﻟﺴﺆال
اﻻﺟﺎﺑﺎت /رﻗﻢ اﻻﺟﺎﺑﺔ  اﻻﺟﺎﺑﺎت اﻟﻤﺤﺘﻤﻠﺔ و ارﻗﺎم ﺗﺮﻣﻴﺰهﺎ  الﻣﻀﻤﻮن اﻟﺴﺆ
  اﻟﻤﻨﺎﺳﺒﺔ
  اﻧﺘﻘﻞ اﻟﻲ
إﺷﺘﻜﻴﺖ (  ﺷﻬﺮ اﻟﻤﺎﺿﻴﺔ 21اﻵن أو ﺧﻼل ال ) هﻞ ﺣﺼﻞ  1
اﻻﻋﺮاض / أو آﻨﺖ ﺑﺘﺸﺘﻜﻰ ﻣﻦ أى واﺣﺪة ﻣﻦ اﻹﻟﺘﻬﺎﺑﺎت 
  :اﻵﺗﻴﺔ 
  أذآﺮ اﻟﻤﺸﺎآﻞ اﻟﺼﺤﻴﺔ اﻟﻤﻘﺎﺑﻠﺔ واﺣﺪة ﺗﻠﻮ اﻷﺧﺮى ؟
  اﻟﻤﺒﺤﻮثو ﺗﻘﺺ ﻋﻨﻬﺎ ﺧﻼل ﺣﻴﺎة
  ( ذآﺮﻳﺔ )  إﻓﺮازات إﺣﻠﻴﻠﻴﺔ -1
 إﻓﺮازات ﻣﻬﺒﻠﻴﺔ ﻣﺘﻐﻴﺮة ﻓﻰ اﻟﻠﻮن ، اﻟﺮاﺋﺤﺔ ، أو -2
  اﻟﻜﻤﻴﺔ
/ اﻟﺴﺒﻴﻞ / أآﻮﻟﺔ ﻓﻰ اﻟﻌﻀﻮ اﻟﺘﻨﺎﺳﻠﻰ /  ﺣﻜﺔ -3
  ﻣﺠﺮى اﻟﺒﻮل
   ﻟﻢ ﻳﺸﺘﻚ اﻟﻤﺒﺤﻮث ﻣﻦ اي ﻣﻤﺎ ذآﺮ اﻋﻼﻩ-99
إذا ﻟﻢ ﻳﺸﺘﻚ اﻟﻤﺒﺤﻮث  
ﻣﻦ ﺟﻤﻴﻊ اﻟﻤﺸﺎآﻞ 
اﻟﺼﺤﻴﺔ إﻧﺘﻘﻞ ﻟﻠﺴﺆال 
أﻣﻼ ﺟﻤﻴﻊ  و95رﻗﻢ 
  .99اﻟﺨﺎﻧﺎت ﺑﺎﻟﺮﻗﻢ 
ﻟﻮ اﻵن أو ﻓﻰ اﻟﻤﺎﺿﻰ اﻟﻤﻌﺎﻧﺎة ﻣﻦ اﻹﻟﺘﻬﺎﺑﺎت دى ﺣﺼﻠﺖ آﻢ   2
  ﻣﺮة؟
  
  أآﺘﺐ ﻋﺪد اﻟﻤﺮات
اﻟﻤﺒﺤﻮث ﻟﻢ ﻳﺼﺐ ﺑﺄى ﻣﻦ "   ﻻ ﻳﻨﻄﺒﻖ -99
  "اﻟﻤﺸﺎآﻞ اﻟﺼﺤﻴﺔ 
    
إﺷﺘﻜﻴﺖ (  ﺷﻬﺮ اﻟﻤﺎﺿﻴﺔ 21اﻵن أو ﺧﻼل ال ) هﻞ ﺣﺼﻞ   3
  ﻬﺎز اﻟﺘﻨﺎﺳﻠﻲ أو آﻨﺖ ﺑﺘﺸﺘﻜﻰ ﻣﻦ ﺗﻘﺮ ﺣﺎت ﻓﻲ ﻣﻨﻄﻘﺔ اﻟﺠ
  ﻧﻌﻢ. 1
 ﻻ. 2
 (ﻟﻢ ﻳﻌﺎﻧﻰ ﻣﻦ اﻟﻢ ) ﻻ ﻳﻨﻄﺒﻖ . 9     
  
ﻓﻲ أﺧﺮ ﻣﺮة ﻻﺣﻈﺖ ﻓﻴﻬﺎ اﻻﻓﺮازات أو اﻟﺘﻘﺮﺣﺎت ، ﻣﺎذا   4
  :ﻓﻌﻠﺖ ﻣﻦ اﻻﺷﻴﺎء اﻟﺘﺎﻟﻴﺔ 
  ﻃﻠﺒﺖ اﻟﻨﺼﻴﺤﺔ ﻣﻦ ﺻﺪﻳﻖ أو ﻗﺮﻳﺐ 
  ﻧﻌﻢ. 1
 ﻻ. 2
 (ﻟﻢ ﻳﻌﺎﻧﻰ ﻣﻦ اﻟﻢ ) ﻻ ﻳﻨﻄﺒﻖ . 9     
  
ﻓﺮازات أو اﻟﺘﻘﺮﺣﺎت ، ﻣﺎذا ﻓﻲ أﺧﺮ ﻣﺮة ﻻﺣﻈﺖ ﻓﻴﻬﺎ اﻻ  5
  :ﻓﻌﻠﺖ ﻣﻦ اﻻﺷﻴﺎء اﻟﺘﺎﻟﻴﺔ 
  إﺳﺘﻌﻤﻠﺖ دواء ﻣﻮﺟﻮد ﺑﺎﻟﻤﻨﺰل 
  ﻧﻌﻢ. 1
 ﻻ. 2
 (ﻟﻢ ﻳﻌﺎﻧﻰ ﻣﻦ اﻟﻢ ) ﻻ ﻳﻨﻄﺒﻖ . 9     
  
ﻓﻲ أﺧﺮ ﻣﺮة ﻻﺣﻈﺖ ﻓﻴﻬﺎ اﻻﻓﺮازات أو اﻟﺘﻘﺮﺣﺎت ، ﻣﺎذا   6
  :ﻓﻌﻠﺖ ﻣﻦ اﻻﺷﻴﺎء اﻟﺘﺎﻟﻴﺔ 
  .ﺣﺼﻠﺖ ﻋﻠﻲ دواء ﻣﺠﺎﻧﻲ ﻣﻦ اﻟﻌﻴﺎدة أو اﻟﻤﺴﺘﺸﻔﻲ 
  ﻧﻌﻢ. 1
 ﻻ. 2
 (ﻟﻢ ﻳﻌﺎﻧﻰ ﻣﻦ اﻟﻢ ) ﻻ ﻳﻨﻄﺒﻖ . 9     
  
ﻓﻲ أﺧﺮ ﻣﺮة ﻻﺣﻈﺖ ﻓﻴﻬﺎ اﻻﻓﺮازات أو اﻟﺘﻘﺮﺣﺎت ، ﻣﺎذا  7
  :ﻓﻌﻠﺖ ﻣﻦ اﻻﺷﻴﺎء اﻟﺘﺎﻟﻴﺔ 
 ﻃﻠﺒﺖ اﻟﻨﺼﻴﺤﺔ ﻣﻦ ﻋﻴﺎدة أو ﻣﺴﺘﺸﻔﻲ أو اﻟﻌﺎﻣﻞ اﻟﺼﺤﻲ 
  ﻧﻌﻢ. 1
 ﻻ. 2
 (ﻟﻢ ﻳﻌﺎﻧﻰ ﻣﻦ اﻟﻢ ) ﻻ ﻳﻨﻄﺒﻖ . 9     
  
ﻬﺎ اﻻﻓﺮازات أو اﻟﺘﻘﺮﺣﺎت ، ﻣﺎذا ﻓﻲ أﺧﺮ ﻣﺮة ﻻﺣﻈﺖ ﻓﻴ  8
  :ﻓﻌﻠﺖ ﻣﻦ اﻻﺷﻴﺎء اﻟﺘﺎﻟﻴﺔ 
  اﺷﺘﺮﻳﺖ اﻟﺪواء ﻣﻦ اﻟﺼﻴﺪﻟﻴﺔ أو اﻟﺪآﺎن
  ﻧﻌﻢ. 1
 ﻻ. 2
 (ﻟﻢ ﻳﻌﺎﻧﻰ ﻣﻦ اﻟﻢ ) ﻻ ﻳﻨﻄﺒﻖ . 9     
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رﻗﻢ 
 اﻟﺴﺆال
اﻻﺟﺎﺑﺎت /رﻗﻢ اﻻﺟﺎﺑﺔ  اﻻﺟﺎﺑﺎت اﻟﻤﺤﺘﻤﻠﺔ و ارﻗﺎم ﺗﺮﻣﻴﺰهﺎ  ﻣﻀﻤﻮن اﻟﺴﺆال
  اﻟﻤﻨﺎﺳﺒﺔ
  اﻧﺘﻘﻞ اﻟﻲ
ﻣﺮة ﻻﺣﻈﺖ ﻓﻴﻬﺎ اﻻﻓﺮازات أو اﻟﺘﻘﺮﺣﺎت ، ﻣﺎذا ﻓﻲ أﺧﺮ   9
  :ﻓﻌﻠﺖ ﻣﻦ اﻻﺷﻴﺎء اﻟﺘﺎﻟﻴﺔ 
  اﺷﺘﺮﻳﺖ اﻟﺪواء ﻣﻦ اﻟﺼﻴﺪﻟﻴﺔ أو اﻟﺪآﺎن
  ﻧﻌﻢ. 1
 ﻻ. 2
 (ﻟﻢ ﻳﻌﺎﻧﻰ ﻣﻦ اﻟﻢ ) ﻻ ﻳﻨﻄﺒﻖ . 9     
    
ﻓﻲ أﺧﺮ ﻣﺮة ﻻﺣﻈﺖ ﻓﻴﻬﺎ اﻻﻓﺮازات أو اﻟﺘﻘﺮﺣﺎت ، ﻣﺎذا  01
  :ﻓﻌﻠﺖ ﻣﻦ اﻻﺷﻴﺎء اﻟﺘﺎﻟﻴﺔ 
  اﻟﻌﻴﺎدة أو ﻣﻦ اﻟﻤﺴﺘﺸﻔﻲ اﺷﺘﺮﻳﺖ اﻟﺪواء ﻣﻦ 
  ﻧﻌﻢ. 1
 ﻻ. 2
 (ﻟﻢ ﻳﻌﺎﻧﻰ ﻣﻦ اﻟﻢ ) ﻻ ﻳﻨﻄﺒﻖ . 9     
  
     (ﺣﺪد)أﺧﺮي   11
ﺷﺮآﺎﺋﻚ اﻟﻤﻨﺘﻈﻤﻴﻦ / زوﺟﺘﻚ /هﻞ أﺧﺒﺮت اى ﻣﻦ زوﺟﻚ   21
  ﻋﻤﺎ ﺣﺪث ﻟﻚ ﻣﻦ اﻻﻟﻢ و اﻻﻓﺮازات
  ﻧﻌﻢ. 1
 ﻻ. 2
 (ﻟﻢ ﻳﻌﺎﻧﻰ ﻣﻦ اﻟﻢ ) ﻻ ﻳﻨﻄﺒﻖ . 9     
  
، هﻞ ﻓﻌﻠﺖ اى ﺷﻰء ﻳﻤﻜﻦ ﻋﻨﺪﻣﺎ ﻇﻬﺮت ﻋﻠﻴﻚ اﻻﻋﺮاض   31
/ ﻟﺰوﺟﺘﻚ )ان ﻳﺴﺎﻋﺪ ﻋﻠﻲ ﻣﻌﺎﻟﺠﺔ أو ﻣﻨﻊ ﻧﻘﻞ اﻟﻌﺪوي 
  (ﺷﺮآﺎﺋﻚ/زوﺟﻚ
  ﻧﻌﻢ. 1
 ﻻ. 2
 ﻻ ﻳﻨﻄﺒﻖ . 9     
  
إذا آﺎﻧﺖ اﻻﺟﺎﺑﺔ ﺑﻨﻌﻢ ، ﻣﺎذا ﻓﻌﻠﺖ ﻟﺸﺮﻳﻜﻚ اﻟﺠﻨﺴﻲ ﻋﻨﺪﻣﺎ   41
  : ﻋﺮﻓﺖ ﺣﺎﻟﺘﻚ 
  اﺳﺘﻌﻤﻠﺖ اﻟﻌﺎزل اﻟﺬآﺮى 
  ﻧﻌﻢ. 1
 ﻻ. 2
 ﻻ ﻳﻨﻄﺒﻖ . 9     
  
 اﻻﺟﺎﺑﺔ ﺑﻨﻌﻢ ، ﻣﺎذا ﻓﻌﻠﺖ ﻟﺸﺮﻳﻜﻚ اﻟﺠﻨﺴﻲ ﻋﻨﺪﻣﺎ إذا آﺎﻧﺖ  51
  : ﻋﺮﻓﺖ ﺣﺎﻟﺘﻚ 
  اﻣﺘﻨﻌﺖ ﻋﻦ اﻻﺗﺼﺎل اﻟﺠﻨﺴﻲ
  ﻧﻌﻢ. 1
 ﻻ. 2
 ﻻ ﻳﻨﻄﺒﻖ . 9     
  
إذا آﺎﻧﺖ اﻻﺟﺎﺑﺔ ﺑﻨﻌﻢ ، ﻣﺎذا ﻓﻌﻠﺖ ﻟﺸﺮﻳﻜﻚ اﻟﺠﻨﺴﻲ ﻋﻨﺪﻣﺎ   61
  : ﻋﺮﻓﺖ ﺣﺎﻟﺘﻚ 
  اﺳﺘﻌﻤﻠﺖ اﻟﻌﻼج
  ﻧﻌﻢ. 1
 ﻻ. 2
 ﻻ ﻳﻨﻄﺒﻖ . 9     
  
ﺑﺔ ﺑﻨﻌﻢ ، ﻣﺎذا ﻓﻌﻠﺖ ﻟﺸﺮﻳﻜﻚ اﻟﺠﻨﺴﻲ ﻋﻨﺪﻣﺎ إذا آﺎﻧﺖ اﻻﺟﺎ  71
  : ﻋﺮﻓﺖ ﺣﺎﻟﺘﻚ 
  ﻧﺼﺤﺖ أن ﺗﺮاﺟﻊ ﻃﺒﻴﺒﺎ أو ﻋﺎﻣﻼ ﺻﺤﻴﺎ
  ﻧﻌﻢ. 1
 ﻻ. 2
 ﻻ ﻳﻨﻄﺒﻖ . 9     
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رﻗﻢ 
 اﻟﺴﺆال
اﻻﺟﺎﺑﺎت /رﻗﻢ اﻻﺟﺎﺑﺔ  اﻻﺟﺎﺑﺎت اﻟﻤﺤﺘﻤﻠﺔ و ارﻗﺎم ﺗﺮﻣﻴﺰهﺎ  ﻣﻀﻤﻮن اﻟﺴﺆال
  اﻟﻤﻨﺎﺳﺒﺔ
  اﻧﺘﻘﻞ اﻟﻲ
  (ﺣﺪد)أﺧﺮي  81
 
    
  
  
  اﻻﻋﻼم واﻟﺘﻌﻠﻴﻢ و اﻻﺗﺼﺎل  : اﻟﻘﺴﻢ اﻟﺴﺎدس
 
رﻗﻢ 
 اﻟﺴﺆال
اﻻﺟﺎﺑﺎت /رﻗﻢ اﻻﺟﺎﺑﺔ  اﻻﺟﺎﺑﺎت اﻟﻤﺤﺘﻤﻠﺔ و ارﻗﺎم ﺗﺮﻣﻴﺰهﺎ  ﻣﻀﻤﻮن اﻟﺴﺆال
  اﻟﻤﻨﺎﺳﺒﺔ
  اﻧﺘﻘﻞ اﻟﻲ
) ﺣﺼﻞ ﻗﺒﻞ آﺪﻩ ﺗﺤﺼﻠﺖ ﻋﻠﻰ ﻣﻮاد ﺗﻌﻠﻴﻤﻴﺔ ﻣﻄﺒﻮﻋﻪ   1
أو ﺣﻀﺮت ( ﻣﺠﻼت ، ﻣﻠﺼﻘﺎت ، آﺘﻴﺒﺎت ، ﻧﺸﺮات 
  ﻣﺤﺎﺿﺮات  ﻋﻦ ﻣﺮض اﻹﻳﺪز ؟
   ﻧﻌﻢ-1
   ﻻ-2
    
ﺗﻔﺘﻜﺮى ﺷﻨﻮ أﻧﺴﺐ اﻟﻄﺮق اﻟﻤﻤﻜﻦ ﻧﺸﺮح ﺑﻴﻬﺎ ﻟﻠﻨﺎس / ﺗﻔﺘﻜﺮ   2
  :ﻋﻦ ﻣﺮض اﻹﻳﺪز
  اﻹذاﻋﺔ
   ﻧﻌﻢ-1
   ﻻ-2
    
ﺗﻔﺘﻜﺮى ﺷﻨﻮ أﻧﺴﺐ اﻟﻄﺮق اﻟﻤﻤﻜﻦ ﻧﺸﺮح ﺑﻴﻬﺎ ﻟﻠﻨﺎس / ﺗﻔﺘﻜﺮ   3
  :ﻋﻦ ﻣﺮض اﻹﻳﺪز
  اﻟﺘﻠﻔﺰﻳﻮن
   ﻧﻌﻢ-1
   ﻻ-2
    
ﺗﻔﺘﻜﺮى ﺷﻨﻮ أﻧﺴﺐ اﻟﻄﺮق اﻟﻤﻤﻜﻦ ﻧﺸﺮح ﺑﻴﻬﺎ ﻟﻠﻨﺎس / ﺗﻔﺘﻜﺮ   4
  :اﻹﻳﺪزﻋﻦ ﻣﺮض 
  اﻟﻨﺪوات اﻟﻌﺎﻣﺔ واﻟﻤﺤﺎﺿﺮات
   ﻧﻌﻢ-1
   ﻻ-2
    
ﺗﻔﺘﻜﺮى ﺷﻨﻮ أﻧﺴﺐ اﻟﻄﺮق اﻟﻤﻤﻜﻦ ﻧﺸﺮح ﺑﻴﻬﺎ ﻟﻠﻨﺎس / ﺗﻔﺘﻜﺮ   5
  :ﻋﻦ ﻣﺮض اﻹﻳﺪز
  اﻟﻤﻨﺎهﺞ اﻟﺘﻌﻠﻴﻤﻴﺔ/  اﻟﻤﺪارس 
   ﻧﻌﻢ-1
   ﻻ-2
    
ﺗﻔﺘﻜﺮى ﺷﻨﻮ أﻧﺴﺐ اﻟﻄﺮق اﻟﻤﻤﻜﻦ ﻧﺸﺮح ﺑﻴﻬﺎ ﻟﻠﻨﺎس / ﺗﻔﺘﻜﺮ   6
  :ﻋﻦ ﻣﺮض اﻹﻳﺪز
  اﻟﻘﺮﻧﺎء/ اﻷﺻﺪﻗﺎء 
   ﻧﻌﻢ-1
   ﻻ-2
    
ﺗﻔﺘﻜﺮى ﺷﻨﻮ أﻧﺴﺐ اﻟﻄﺮق اﻟﻤﻤﻜﻦ ﻧﺸﺮح ﺑﻴﻬﺎ ﻟﻠﻨﺎس / ﺗﻔﺘﻜﺮ   7
  :ﻋﻦ ﻣﺮض اﻹﻳﺪز
 اﻟﻨﺸﺮات/ اﻟﻜﺘﻴﺒﺎت 
  
   ﻧﻌﻢ-1
   ﻻ-2
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رﻗﻢ 
 اﻟﺴﺆال
اﻻﺟﺎﺑﺎت /رﻗﻢ اﻻﺟﺎﺑﺔ  اﻻﺟﺎﺑﺎت اﻟﻤﺤﺘﻤﻠﺔ و ارﻗﺎم ﺗﺮﻣﻴﺰهﺎ  ﻣﻀﻤﻮن اﻟﺴﺆال
  اﻟﻤﻨﺎﺳﺒﺔ
  اﻧﺘﻘﻞ اﻟﻲ
  (ﺣﺪد)ﻏﻴﺮ ذﻟﻚ   8
  
      
  :اﻻذاﻋﺔ   ﺔ ، ﻣﺎهﻲ أﻧﺴﺐ اﻟﺒﺮاﻣﺞ ﻓﻲ رأﻳﻚ ؟إذا ذآﺮ اﻻذاﻋ  9
  :اﺳﻢ اﻟﺒﺮﻧﺎﻣﺞ
    
  :اﻟﺘﻠﻔﺰﻳﻮن  إذا ذآﺮ اﻟﺘﻠﻔﺰﻳﻮن، ﻣﺎهﻲ أﻧﺴﺐ اﻟﺒﺮاﻣﺞ ﻓﻲ رأﻳﻚ ؟  01
  :اﺳﻢ اﻟﺒﺮﻧﺎﻣﺞ
    
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
